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Introduction to the Portfolio
INTRODUCTION TO THE PORTFOLIO
The following portfolio contains selected pieces of work that have been completed 
during the three years of clinical training. It is divided into three sections: Academic, 
Clinical and Research, in which work is presented according to the order in which it 
was completed. This is to allow the reader to follow the developmental progress of 
my work.
The Academic section comprises five essays which have been chosen to demonstrate 
knowledge and understanding of a range of clinical issues. The Clinical section is 
subdivided into six sections corresponding to each of the clinical placements 
undertaken. Each sub-section comprises a brief summary of the clinical experience 
gained, a copy of the placement contract, and a summary of a case report. The case 
reports are presented in full in a separate Clinical Volume, together with the clinical 
placement log-books and placement evaluation forms. The Research section 
comprises a literature review completed in Year I, a small scale research project 
completed in Year II, this was carried out on clinical placement and fulfils the 
requirements for a piece of service-related research, and a large scale research project 
completed in Year III.
To aid location, the title of each piece of work is presented in the top right hand 
comer of each page.
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Academic Section
ACADEMIC SECTION
Academic Section: Summary
SUMMARY OF THE ACADEMIC SECTION
This section comprises five selected essays, intended to reflect the breadth and depth 
of work covered during the three years of clinical training. The essays are presented 
in the order in which they were completed. The course year in which they were 
completed is indicated on the title page of each piece of work.
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Adult mental health essay
What place do psychologically based therapies 
have in the treatment and management of 
psychotic symptoms? (Year I)
Academic Section: AMH Essay
What place do psychologically based therapies have 
in the treatment and management of psychotic 
symptoms?
Introduction
Over the years, treatment and management for psychotic symptoms has included 
locked wards, ineffective medication and social isolation, which has tended to worsen 
rather than improve the illness. This has lead to poor social functioning, impaired 
social relationships, loss of contact with everyday tasks and lack of choice and 
autonomy, which illustrates that the 'cure' model offered in institutions has been 
ineffective.
Despite advances in the pharmacological treatment of psychotic symptoms, many 
sufferers continue to experience distressing symptoms, causing impairment of 
functioning and increased risk of suicide. This is often compounded by the effects of 
high doses of neuroleptic medication, which are known to increase the incidence of 
severe neurological and psychological problems, causing serious and sometimes 
lasting damage (Chandler & Winkur, 1989). Poor or erratic compliance with 
prescribed medication is also common (Buchanan, 1993) and presents a major 
problem for treatment and management. In recent years, early intervention, social 
skills training and cognitive-behavioural and family therapies have all been 
demonstrated to have a positive effect on symptoms in selected patients, when 
employed in conjunction with anti-psychotic medication (Birchwood & Tarrier, 
1992). The following essay focuses on the treatment and management of psychotic 
symptoms exhibited in people with schizophrenia.
Schizophrenia
Schizophrenia is best described as a ‘syndrome’ comprising a variety of signs and 
symptoms (physiological, cognitive, affective and behavioural) which affect the basic
5
Academic Section: AMH Essay
mental functions that give a person a sense of individuality, uniqueness and direction 
(DSM IV, 1994). This is reflected by a dissociation between functions of feelings or 
emotion on the one hand, and thinking or cognition on the other. The former, gives 
rise to the Type II 'negative' symptoms which are exhibited in the disorder, such as 
poverty of speech, flattening of affect, retardation, inattention and social withdrawal 
and the latter, to Type I 'positive' symptoms. Type 1 symptoms have been interpreted 
in terms of an underlying defect in specific aspects of cognitive functioning which is 
related to dopaminergic activity within the brain (Firth, 1992). This is believed to 
result in hallucinations, delusions, language disturbance and thought disorder . The 
distinction between type is important to consider as it effects outlook and treatment. 
Type I symptoms are known to respond rapidly to treatment because of their 
biochemical component, however, Type II symptoms are more insidious and respond 
less dramatically (ibid).
Cause and course
A definite cause for the disorder has not yet been established, although it is generally 
held that causation is multifactorial and that genetic predisposition to the disorder may 
be provoked by environmental effects, psychological stress or physical illness. Whilst 
anti-psychotic drugs are effective in treatment of the acute phase of schizophrenia and 
in the prevention of relapse, many patients continue to experience persistent positive 
and negative symptoms (Curson et a l, 1985). These consequently result in 
diminished mental and social function.
Research indicates that 25% of schizophrenic sufferers make a full recovery and that 
65% have acute relapses, developing mild to moderate impairment and that 10% 
become severely disabled (Ciompi, 1980), emphasising the need for ongoing 
treatment and rehabilitation in this population. Furthermore, the transition from 
mental health institutions to community alternatives has increased the need for a full 
range of out-patient treatments, including psychological therapies, family support and 
coping strategies, which are effective at increasing and maintaining mental and social 
function.
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Psychological approaches to schizophrenia
The genuine interaction of biological vulnerability and psychological, psychosocial 
and cultural influences has increasingly been understood. Over the past decade there 
has been a rapid growth in psychological approaches to schizophrenia, resulting in 
established theories and thérapies for delusions and hallucinations in particular, and 
growing interest in negative symptoms and secondary depression. It is now also 
recognised that those who fail to respond to adequate treatment, have a number of 
social disabilities, which they may have had before the onset of the illness. Such 
difficulties include problems with self-care, activities of daily living and employment 
due to fragmented education, reduced opportunities, effects of hospitalisation, 
stigmatisation, and lack of motivation and self-confidence, and require intervention 
(Shepherd, 1984).
Psychology offers a number of models and approaches to understand the nature of 
schizophrenia and the problems associated with it, based on theories about 
personality, mental health and illness. These approaches have a role to play in 
treatment and rehabilitation, providing direction for intervention which does not 
divorce the person from their environment or social world and enables them to 
continue to function in the community. In addition, psychological approaches have a 
valid contribution to make to service delivery in hospitals and clinical practice 
(Conning, 1991).
Psychological assessment and treatment
Psychological assessment has become an integral part of treatment, management and 
change. The reasons for assessment include classification, description, analysis of 
individual symptom structure, determination of treatment and management and 
assessment of change. Accordingly, treatment can be divided into several phases in 
line with the nature and degree of the illness, focusing on stages of transition, 
reorganisation, recovery, adaption and integration, growth and change and continuing 
care (Shepherd, 1984). This has led to a variety of therapeutic tasks which place
7
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emphasis on a number of factors. These include forming therapeutic alliances with 
the client; providing information and explanation to facilitate a person’s adaption to 
disability; controlling levels of stimulation; providing structure; minimising 
symptoms through identification of antecedents/stressors, anxiety reduction, cognitive 
modification, increased self-esteem/efficacy, and coping and problem-solving 
strategies; developing strategies for dealing with residual symptoms; identifying and 
working with developmental/life conflicts; relapse planning, involving monitoring of 
symptomatology for early warning signs; maintaining family and social networks; 
developing social and life skills; adjustment to the changing sense of self; and 
importantly, integration of the psychotic experience (Lindsay & Powell, 1994).
Effectiveness of psychological approaches in the treatment and 
management of psychotic symptoms
Cognitive and behavioural therapies
Research over the past two decades, has demonstrated the effectiveness of 
psychotherapy in the treatment and management of psychotic symptoms, particularly, 
cognitive, behaviour and family therapies. A number of psychological interventions 
incorporating cognitive and behavioural methods have been directed at reducing the 
positive symptoms of hallucinations (Slade, 1995). Hallucinations comprise of false 
perceptions of sensations which are not present in reality in the external world and 
occur in association with any of the senses. The pervasive nature of hallucinations 
can cause agitation, hostility and sometimes aggression. Techniques that have been 
employed to combat hallucinations include thought stopping (Rimm and Masters,
1974); distraction (Slade, 1974); self-monitoring (Reybee & Kinch, 1973); ear-plug 
therapy (Green,1978); imaginai systematic desensitisation (Slade, 1972), used to 
reduce stress in the family, which is believed to contribute to auditory hallucinations; 
and in vivo desensitisation (Slade, 1973) directed at interpersonal and social skills 
deficits. Such procedures have been moderately effective in the treatment of 
schizophrenic hallucinations (Lindsay & Powell, 1994). Increasing emphasis is now
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being placed however, on the development of effective coping strategies to deal with 
hallucinations, rather than on elimination (Allen & Bass, 1992).
Operant and cognitive-behavioural models have also been used to treat delusions and 
have been shown to have greater impact than psychopharmacological approaches. 
Delusions make up the most psychotic aspect of schizophrenia. They comprise of 
false beliefs which form the sufferer’s internal world and serve a purpose of 
reinforcing its consistency, enabling external information to be related to the 
individual’s way of perceiving the world. They may take various forms, paranoid, 
grandiose and depressive and manifest in bizarre behaviour. Techniques employed to 
combat delusions have included contingent-token reinforcement (Wineze et a l, 
1972), belief modification (Watts et a l, 1973), self-instructional training 
(Meichenbaum & Cameron, 1973) and reattribution therapy (Johnson et a l, 1977). 
More recently, Chadwick and Lowe (1990) have found that reductions in delusional 
beliefs can be achieved using non-confrontational verbal challenges and reality 
testing, with evidence of maintenance of therapeutic effect at 6 month follow-up.
Cognitive rehabilitation strategies
The attentional deficits which are primarily manifested in thought and language 
disorders have a reverberating effect on all other mental functions involved the later 
stages of the learning process ie. perception, memory, motor performance, language 
(Cohen & Servan-Schreiber, 1992). These have been directly approached using 
cognitive rehabilitation strategies such as exercising skills in speed of information 
processing and memory, concept formation and problem solving, which have shown 
some benefits (Benedict & Harris, 1989). In addition, structure provided by 
timetables, diaries, prompts and reminders from others, and regular routines, has 
helped to reduce the cognitive confusion and consequent anxiety caused by the 
deficits (Perkins & Dilks, 1992).
Coping Strategy Enhancement techniques
A specific treatment for residual positive symptoms has also been developed by 
Tarrier et a l (1990), known as, Coping Strategy Enhancement (CSE). The authors
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postulate that two factors are important in determining a person's ability to cope with 
psychotic symptoms - the presence of environmental cues, and the person’s cognitive 
(attentional capacity, self-instruction), behavioural (social activity) and physiological 
(relaxation, breathing exercises) reactions to the symptoms. Treatment is aimed at 
training the person to cope with and control environmental cues and emotional 
reactions that have maintained the symptoms. Controlled trials indicate that CSE is 
superior to problem solving approaches in reducing positive symptoms, especially 
delusions. In such cases, symptom reduction was associated with an improvement in 
coping skills and in the number of coping strategies utilised (ibid). Furthermore, a 
number of pilot studies (Bassetlaw/Newcastle, Birmingham, Liverpool, London) 
comparing outcomes of patients receiving brief time limited cognitive-behavioural 
interventions are showing promising results with significant symptomatic 
improvements and effects on hospitalisation (Kingdon, 1994).
Pharmacological treatment
Neuroleptics have been found to be partially effective in reducing hallucinations and 
delusions, but least improvement has been seen in negative symptoms and key areas 
of insight, judgement, affect and planning (Windgassen, 1992). Strauss et a l (1989) 
propose that negative symptoms arise from demanding psychological and social 
situations and that they have a psychological and social impact on the course of 
schizophrenia. The poor prognosis of those with negative symptoms is believed to be 
a result of isolation (related to the symptoms) from helpful environmental 
opportunities and resources that can provide motivation, structure, hope and 
assistance (ibid). This hypothesis is supported by the fact that negative symptoms 
have been shown to respond to behaviour modification programmes (Bentall, 1995), 
which suggest that they are environmentally determined. Such programmes have 
included token economies, social-skills interventions, life-skills training, self- 
instructional training and problem-solving approaches to alleviate relationship 
difficulties and family interaction (Birchwood & Tarrier, 1992), which have improved 
a person's access to social networks, social roles and relationships.
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Family interventions
The foregoing illustrates the importance of considering the individual within the 
social context in which their problems are experienced. In the light of this, there has 
been a shift of interest to the role of family environments in precipitating relapses. 
Evidence from research on Expressed Emotion (EE) suggests that stressful 
environments, where there is high EE (measured by the degree of critical comment, 
hostility and emotional over-involvement), exacerbate the illness. Interventions have 
been designed to address these problems, thus reducing EE and ameliorating other 
sources of stress within the family (Leff et a l, 1989; Hogarty et a l, 1987; Tamer et 
a l, 1988). The primary focus of treatment has been training in low EE through 
clinical interventions such as: education about schizophrenia to diffuse myths and 
misconceptions; improving communication and reducing criticism; improving 
tolerance and encouraging independence; problem solving; expanding the individual’s 
social networks; and encouraging relatives to cooperate with treatment by actively 
supporting the individual. This approach has had vital role to play in rehabilitation in 
the community and has proved beneficial for the client and the family.
Non-directive approaches
Other psychological approaches have placed emphasis on the individual, focusing on 
individual reactions to symptoms, such as low self-esteem, coping behaviour and 
secondary depression, and internal sources of stress, such as, altered perceptions, 
cognitive confusion, attentional deficit, and impaired identity. The foregoing are 
thought to result in alterations in sense of self which may play a part in creating 
anxiety and suffering. This stresses the need to learn about the inner world of the 
client in order to understand the illness (Hatfield, 1989).
A number of other psychologically-based therapies have also been seen to be effective 
in the treatment and management of psychotic symptoms, such as group therapy.
This has been found to be beneficial when the illness is responding to treatment and 
acts as an invaluable personal exchange of help, offering an opportunity for sufferers 
to discuss and find solutions to mutual problems (Linter, 1989). Social therapies have 
also been seen as an important part of rehabilitation because of the social isolation
11
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that the illness creates and the effect that this on a person's role in society, particularly 
in relation to work.
Work rehabilitation
Work has had a central role to play in psychiatric rehabilitation since the 19th century, 
where the deleterious effects of inactivity were emphasised. Current rehabilitation 
programmes underline the function that it serves in providing a sense of personal 
achievement, social status, identity and mastery and opportunity to engage in ‘normal’ 
roles. These enable a person to feel that they are contributing to society and are part 
of a wider community (Perkins et a l, 1988). Social contact and support is a salient 
factor in the management of psychotic symptoms as it provides a means of structuring 
and occupying a person’s time, particularly when their world is already disorganised 
and chaotic. This has lead to the advent of community rehabilitation sites which offer 
a range of sheltered work experience and skills training.
Factors affecting outcome and limitations to psychological 
treatments
Psychological research has also indicated factors affecting outcome, which have been 
important in developing intervention and models of continuing care. These include: 
age of onset (developmental or life stage) which influences the developing 
personality; mode of onset, slow insidious onset resulting in persistent symptoms; 
premorbid factors; emotional responses which affect coping; presence of 
precipitating stress; compliance with medication; quality of environment ; and finally, 
level of community support. However, there is still some controversy about what 
form of psychological treatment is superior to another, due to problems with 
responsiveness, depending on the course and form of the illness; implementation; and 
durability and generalisation of treatment (Lindsay & Powell, 1994).
There are also other limitations to psychological treatments, as there is evidence to 
suggest that improvement in specific areas may be accompanied by deterioration in
12
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other areas, if too many behaviours are targeted in treatment (Lindsay & Powell, 
1994). Problems may also be encountered when cognitive and behaviour 
modification techniques are employed with people living on their own in the 
community or in unsupported accommodation, due to non-compliance, lack of 
reinforcement and lack of motivation. However, many of these limitations can be 
overcome by adequate monitoring of symptoms and addressing ways of encouraging 
compliance with treatment strategies.
Conclusion
The foregoing essay has emphasised the role that psychotropic medication has in the 
treatment of acute cases of schizophrenia and has highlighted the importance of 
modem psychologically-based therapies in the treatment of residual psychotic 
symptoms and negative symptoms, which where previously thought to be untreatable. 
The evidence outlined suggests that they have had a positive impact on the varying 
degrees of thought disorder, emotional problems and disturbances of volition which 
are exhibited in schizophrenics. Furthermore, that they have reduced interference 
from delusions in everyday functioning and have increased initiative in areas of self- 
care, activities of daily living, and family and work roles.
Treatment (in conjunction with pharmacologic intervention) has been seen to relieve 
symptoms in a high proportion of cases and has helped to prevent relapses through 
early intervention, enabling people to lead reasonable lives in the community. The 
later, has been facilitated by an increase in the range of settings available to provide 
support and treatment that is more suited to the needs of people with schizophrenia. 
Moreover, the importance of environmental factors in the course and outcome of 
schizophrenia has been illustrated. This emphasises the need to understand the 
contexts in which problems present, so that they can be managed better. In line with 
this, it may be of interest to note, that some developing countries that do not have 
access to advanced treatments seem to produce better prognoses. Research has
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indicated that in some countries, the course of the illness is more benign and that the 
deficits associated with it are less marked over time (Leff, 1992).
The needs of people with schizophrenia are multiple and complex and no single 
intervention or therapeutic strategy is sufficient, therefore an interactional model is 
necessary which is able to employ a variety of strategies focusing on the strengths of 
the individual. Psychologically-based therapies aimed at adapting the client's 
environment, facilitating roles, teaching skills, providing norms and opportunities for 
role performance and maintaining function should be an integral part of this, enabling 
many to live self-fulfilling lives.
Integration of medical, social and psychological approaches as a guide to research and 
clinical practice continues to be necessary to further advance the understanding, 
treatment and management of psychotic symptoms in schizophrenia. Such 
approaches now need to be embedded in systems of care in order to improve their 
effectiveness and to achieve comprehensive, life-long and continuous care.
14
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People with Learning Disabilities
essay
How might you evaluate quality of life 
changes in people with learning disabilities 
who have moved from hospital to a 
community home? Describe the advantages 
and disadvantages of your chosen approach or
approaches. (Year I)
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How might you evaluate quality of life changes in 
people with learning disabilities who have moved 
from hospital to a community home?
Introduction
Under the 1990 NHS and Community Care Act, discharge planning for people with 
learning disabilities from hospitals to community homes was identified as a key issue 
(DHSS, 1990). It was previously anticipated that this would take place over a period 
of years and that community facilities, and residential and day care support, would 
expand to meet their needs (DHSS, 1983). The philosophy underpinning ‘Care in the 
Community’ and the principles derived from it are based on the concept of 
‘normalisation’ (Wolfensberger, 1972), later termed 'social role valorisation' 
(Wolfensberger, 1983). That is, that people with learning disabilities should be 
regarded as valued members of society, living in ordinary homes in the community, 
and entitled to the same services as everyone else. It is from the empirical, theoretical 
and ideological components of normalisation that the planning and running of 
community services is founded (O’Brien & Tyne, 1981), and that service quality and 
individual quality of life changes are typically evaluated.
‘Quality of life’ is a universal concept which embodies physical, social, emotional and 
spiritual facets of life. There is no theoretical consensus over a definition of quality of 
life as it is governed by cultural standards, norms, individual desires, experiences and 
aspirations (Donegan & Potts, 1988).
Over the years, the quality of life of people with learning disabilities has been 
assessed in relation to both objective/external determinants, such as, the quality of the 
physical environment that the person lives in, and the extent of normative practices 
that take place within services they belong to; and subjective/internal determinants,
20
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such as, individual characteristics, skills and life experiences (Joyce, 1994), i.e. 
opportunities, friendships and social integration (Atkinson & Ward, 1986). A 
distinction has also been made in qualifying quality of life through factors such as 
happiness and satisfaction, which play a significant role in determining a person’s life 
quality (Hemming, 1980; Schalock, 1994).
The following essay is divided into two sections. The first section aims to provide an 
overview of some of the approaches, including measures and methodology, that have 
been used to evaluate quality of life, and quality of life changes in people with 
learning disabilities. The second section aims to outline some of the advantages and 
disadvantages of these approaches in order to establish a relevant, reliable and valid 
method of quality of life evaluation for people with learning disabilities who have 
moved from hospital to community homes.
Approaches to evaluating quality of life changes in people with 
learning disabilities
Evaluation of quality of life has been a central feature in service delivery for people 
with learning disabilities. This has resulted in a tendency for quality of life to be 
defined primarily in terms of service provision, and consequently, evaluated through 
assessment of the physical environment, the extent of opportunities within the 
environment for individual development, and medical provision (Donegan and Potts, 
1988). More recently, assessment of quality of life has been extended to include 
factors such as, physical integration, community participation, social interaction, and 
support networks, which are recognised as greatly enhancing quality of life (Donegan 
and Potts, 1988; Flynn & Nitsch, 1980).
A review of the literature pertaining to outcome of care in the community for people 
with learning disabilities, indicates the difficulty of defining quality of life and 
measuring the successfulness of relocations from hospital to community settings 
(Leblow, 1982; Felce, 1981; Kushlick, 1975). However, Cattermole (1988) and
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others, have tried to overcome this by establishing a consensus that states that 
‘success’ means - people being given the opportunity to live a ‘normal’ life, to have 
individual choice, and expressing satisfaction.
Studies of quality of life comparisons between institutions/hospitals and community 
homes have tended to focus on: 1) institution size and oriented practices, such as, 
rigidity of routine, depersonalisation; 2) staff-resident interactions; 3) participation in 
culturally normative activities; 4) effects of institutionalisation on behaviour; and 5) 
measurement of behaviour (Hemming, 1980), as means of differentiation. However, 
another approach that has been adopted more recently, has been to evaluate quality of 
life in terms of service accomplishments, such as: 1) community presence; 2) choice 
i.e. opportunity for experiences that enable a person to make informed choices; 3) 
competence, including development of useful skills and attributes that enhance 
community functioning and develop valued roles; 4) respect, including positive 
images and dignity; and 5) community participation, including support, development 
and maintenance of natural relationships with families, peers and neighbours; as 
defined by ‘normalisation’(O’Brien, 1987). In addition to this, individual variables 
such as: self-esteem, locus of control, opportunity for and nature of interpersonal 
relationships (Barlow and Kirby, 1991); and level of adjustment in community living, 
satisfaction with community lifestyle, developmental progression, and opportunities 
for autonomy (Perry and Felce, 1994), have been considered in evaluating quality of 
life changes.
Over the years, a number of measures have been developed to assess quality of life 
changes. One such measure is the “Compass Quality of Life Questionnaire” (Cragg, 
1984; 1992), which has been used as a survey of quality of life, in order to review 
current service provision and to establish life experience and opportunity for 
individual choice (Donegan and Potts, 1988). The Compass is underpinned by the 
philosophy of normalisation and highlights seven key accomplishments considered 
necessary to achieve a socially valued quality of life. They are: 1) choice and 
influence, 2) status and dignity, 3) individuality, 4) relationships, 5) community 
presence, 6) continuity and progression and 7) competence/experience (Cragg, 1992).
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It is divided into three sections. The first comprises information gathered by 
interview with the resident or staff, addressing: review/planning procedures; teaching 
and accomplishment; range and frequency of leisure/activity; opportunity for regular 
activities (both inside and outside of the home); access to community/facilities; 
dignity and individuality; relationships (both in the house and in the local 
community); physical aspects of the house; personal possessions; and opportunity for 
choice. The second section comprises information gathered by observation, with 
reference to: dignity - personal appearance, age-appropriateness of materials, 
communication, labelling, contentment; physical details - external and internal 
appearance of house, atmosphere; possessions - belongings and aids; relationships. 
The third section comprises information gathered with reference to the interviewer’s 
own attitudes: level of risk/support; teaching; leisure activities; community access; 
relationships - house and community integration; dignity; respect; equality; 
individuality; and opportunity for choice. The data obtained gives a very general 
indication of experience and provides quality of life scores that can be categorised in 
terms of “highly desirable”, or “acceptable” quality of life scores, or “slightly 
negative” or “highly negative” quality of life scores, which is used as an indicator of 
‘institutional’ practices taking place. In addition, the Compass offers a qualitative 
component to each question, enabling expansion and development of issues 
concerning working practices and outcomes, that can be used to improve service 
quality and individual quality of life.
Other measures that have been used to assess quality of life changes have included: 1) 
adaptive behaviour scales such as, the AAMD Adaptive Behaviour Scale (ABS, 
Nihira, 1974), which is used to assess improvement in adaptive behaviour as a 
criterion for improved quality of life (particularly in people with more severe 
difficulties) (Hemming et al, 1980); and 2) service/management practices scales such 
as: the Scale of Management Practices (King and Baynes, 1968), used to indicate 
improvement in quality of life due to environmental changes in management practices 
and staff-resident interaction after transfer between residential settings; the 
Programme Analysis of Service Systems 3 (PASS 3) (Wolfensberger and Glenn,
1975), which evaluates efforts put into physical and social community integration and
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developmental outcomes, providing an objective measure of the extent to which a 
service meets the criteria of normalisation; the Characteristics of the Physical 
Environment Scale (CPE, Rotegard, Hill & Bruininks, 1983) which assesses degree of 
homeliness; and the Physical Quality Scale (PQS, Conroy and Bradley, 1985).
In addition to the above, discrete measures have been used which focus on particular 
aspects of quality of life such as, Activity Pattern Indicators (API’s, O’Neill, 1981), 
which measure frequency of activity and diversity of activity; community 
involvement measures such as, the Index of Community Involvement (ICI, Raynes, 
Sumpton, & Pettipher, 1989), which indicates involvement in social activities and use 
of community-based facilities, enabling recording of frequency of social contacts and 
community activities over a period; life satisfaction measures such as, the Lifestyle 
Satisfaction Scale (LSS), a refined and renamed version of the Residential 
Satisfaction Scale, developed to assess a person’s satisfaction with respect to 
residence, community environment, friends, services (Heal & Chadsey-Rusch, 1985); 
and social support measures (Vaux, 1988), which evaluate modes of support, focusing 
on areas such as, belonging, bonding and binding; group attributes; the process of 
relationships/interactions; and the quality of social and support networks i.e. who a 
person confides in when they are upset, satisfaction with interaction and duration of 
interaction (ibid). Each of the measures outlined above have conceptual and empirical 
links to research and have been assessed in terms of reliability and validity. They also 
allow discrete scoring, yielding data which can be used to evaluate outcome of 
change.
The literature indicates that the methodology for evaluating quality of life changes for 
people with learning disabilities, has primarily consisted of pre and post (longitudinal) 
designs (Joyce, 1994), incorporating questionnaires; individual interviews with people 
with learning disabilities and staff (Cattermole, 1988, Donegan & Potts, 1988); 
interviews with families (Ward, 1991); direct observation using momentary time 
sampling and diaries monitoring daily activity (Joyce, Mansell, & Gray, 1989). 
Although a number of disadvantages to these methodological approaches have been 
found.
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Advantages and disadvantages of approaches to measuring quality of 
life changes in people with learning disabilities
Quality of life measurement is problematic because of the standards that need to be 
defined for quality of life to be measured against, and reliable and valid changes to be 
established against (Dickens, 1994). As mentioned earlier, definitive standards and 
statements of expectation with regard to quality of life have been constructed from the 
principles of normalisation and social role valorisation. These principles have 
provided a model for broad measures of quality of life such as the Compass (Cragg, 
1984) and PÀSS 3 (Wolfensberger & Glenn, 1975), enabling settings to be evaluated 
against observable standards. These measures are objective; allow comparison 
between settings; and provide clarification of service values and philosophies, 
facilitating review of professional practice, improvement in service quality and 
consequently, improvement in quality of life of the residents within the service.
However, broad measures of quality of life are only able to provide a general 
indication of life experience. Measures such as the Compass (Cragg, 1984) provide 
an overall total score of quality of life, but often fail to take into account factors that 
might shape quality of life. Such factors include: 1) individual variables: such as, the 
extent of learning/physical disability and challenging behaviour that a person has, 
their level of verbal/non-verbal communication and motivation, their ability to make 
informed choices and prior experience enabling them to make choices; and 2) 
residential/setting variables: such as, whether a person lives in a small town/village 
with few local activities, lack of resources and availability of staff/transport to meet 
individual need, and the extent to which staff are aware of a person’s individual needs 
and wishes to make decisions for them.
A number of other considerations which may influence quality of life also need to be 
taken into account when evaluating quality of life changes between settings. These 
include: 1) adequate preparation for the move, which will influence the extent to
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which a person adjusts to a new environment and consequently, their perceived 
quality of life (Heller, 1982; Alstead, 1991); 2) opportunity to develop skills prior to 
the move, i.e. independent living skills (Cattermole, 1988); 3) help with maintaining 
close friendships (Atkinson, 1988a); 4) continuity of support (Felce, 1981, Hudson, 
1990, Ward, 1991); and 5) staff attitude and relationships within the home (Atkinson, 
1988b).
One of the major disadvantages of using objective measures of quality of life, is that 
do not permit people’s views to be fully explored regarding the impact of a move on 
their lives and whether they are happier because of it (Evans, 1987). Subjective 
measures of life quality can often contradict objective measures which ignore personal 
values, attitudes and views, interpersonal processes and personality variables which 
affect quality of life. They, therefore, need to be considered in order to obtain a valid 
picture of individual life quality.
Subjective measurement however, is less tangible and difficult to specify, and is 
considered to be problematic within this population, because of questionable response 
validity (Allen, 1989). This has been attributed to a tendency towards acquiescence 
(Sigelman, 1981); and limited cognitive skills, memory problems, and low levels of 
expressiveness, receptive communication and literacy in people with learning 
disabilities (Schalock, 1994). These factors may also exclude people with more 
severe learning disabilities from taking part in qualitative interviews, unless proxies 
are used, which may result in an inaccurate reflection of quality of life.
Despite these problems, Flynn (1986) indicates that response validity can be increased 
in people with learning disabilities, providing that adequate methodology is used in 
interviewing. This methodology includes: using simply-phrased and open-ended 
questions to avoid pitfalls of acquiescence; use of pictures and multiple choice to aid 
responsiveness; and rephrasing questions, to facilitate understanding and cross 
checking of answers. In addition, Atkinson (1986b) suggests using less structured 
interviewing, to encourage people to speak more freely; interviewing within the home
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and tape recording of interviews, to reduce anxiety and to increase reliability of 
responses.
Further methodological problems arise when assessing quality of life in terms of 
‘happiness’, ‘satisfaction’ and ‘friendships’. Such concepts are difficult to define in 
operational terms as they partly depend on the person’s experience and their reference 
of comparison. On account of this, it may be impossible to gain a true reflection of 
any improvement in a person’s quality of life after moving from a hospital to a 
community home. This may also be compounded by problems with measurement that 
have been encountered using direct observation and diary recording (Joyce, et al,
1989). It has been argued that diary records can only be use for qualitative data, 
rather than quantitative data, because of response biases and variations in the way 
they may be completed by staff (ibid). This consequently hampers realistic 
comparisons being made between settings. Direct observations have greater 
objectivity in contrast to diary records, although they can be obtrusive, expensive and 
time consuming. In order to combat this and to increase reliability and validity of 
data, Psion organisers are now being used which have encoded observational 
definitions to work from.
Conclusion
A number of studies referenced within have indicated improvements in quality of life 
in people with learning disabilities who had moved from hospitals to community 
homes. The measures that were used in these studies (and outlined within), indicate 
that moving to community homes provides people with more choices, and more 
opportunity to go out and interact with people in the community. However, closer 
examination of the outcome of relocation indicates that much of this improvement 
was inferred from objective measures that only give a general indication of life 
quality, which is not necessarily an accurate reflection of changes in a person’s 
perceived life quality.
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Studies have indicated that many people with learning disabilities living in the 
community are more isolated than they were before leaving hospital, because of 
societal barriers to social integration which has a negative impact on their perceived 
quality of life (Pedlar, 1990). It is important therefore, to take this into account when 
evaluating a person’s quality of life, rather than limiting evaluation to the quality of a 
person’s physical environment or change in environment alone. In the light of this, 
there is a need for greater focus on the development and application of subjective 
measures of quality of life that allow for personal views to be taken into account.
The foregoing essay provides an overview of some of the approaches, including 
measures and methodology, that have been used to evaluate quality of life changes in 
people with learning disabilities who have moved from hospital to community homes. 
It outlines some of the advantages and disadvantages of these approaches, 
emphasising the tendency for evaluation to be placed on the quality of services in 
providing someone with a better quality of life, rather than looking at the person 
within the system.
From this, it can be concluded that a multi-method research approach is necessary to 
evaluate quality of life changes in people with learning disabilities who have moved 
from hospital to community homes. In order to appraise outcome, a framework is 
needed that includes a combination of quantitative (objective) and qualitative 
(subjective) approaches, which focus on the views of the individual about their quality 
of life, as well as the views of their relatives and staff, pre and post relocation. 
Quantitative methods would be advantageous in highlighting the strengths and 
weaknesses of placements, and could be incorporated into a framework for quality 
assurance to allow regular monitoring and feedback at strategic and service planning 
levels. Qualitative information would support this, and would provide further insight 
into areas of life quality that may benefit from further improvement, such as 
opportunities for social integration and development of social and support networks. 
Further monitoring is necessary to evaluate the long term impact on a person's quality 
of life of moves from hospital to community homes, and to evaluate changes in 
individual quality of life during a person's life span.
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Dynamic Models Essay
Discuss the changes in the psychoanalytic 
view of childhood sexual abuse and its 
repercussions in adults who have been abused. 
If possible, illustrate with examples from your 
clinical work with particular reference to the 
issues abused patients bring to the process of
therapy. (Year II)
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Discuss the changes in the psychoanalytic view of 
childhood sexual abuse and its repercussions in adults 
who have been abused.
Introduction
A review of the literature, detailing historical developments in the psychoanalytic 
view of child sexual abuse (CSA), indicates a number of theories which appear to 
have had key roles in the conceptualisation of CSA and its repercussions in adult 
survivors. However, there does not appear to be a universal view which has 
established the etiological significance of CSA in adult psychopathology and there is 
little consensus over how early childhood trauma is internalised and subsequently 
manifested later in life (Davies & Frawley, 1994). The following essay outlines some 
of the predominant psychoanalytic theories in this area and the role that they have 
played in developing our understanding of the long term consequences of CSA 
(particularly father-daughter incest) and issues that are presented in therapy. As there 
appears to be a lack of consensus regarding the definition of CSA in the literature it is 
considered within, as any forced sexual activity involving physical contact that 
occurred before the age of 16 (Finkelhor, 1984).
Historical developments in the psychoanalytic view of CSA
The first psychoanalytic consideration of CSA took place in 1896, when Freud 
developed the ‘theory of seduction’ as an explanation for the hysterical and 
obsessional neuroses seen in adulthood. Freud attributed this condition to childhood 
sexual seduction, stipulating that the symptoms of hysteria derived from repressed 
memories of earlier sexual trauma (Joyce, 1995). This established both the reality of 
CSA and infantile sexuality and highlighted its etiological significance in adult 
psychopathology.
35
Academic Section: Dynamic Models Essay
Freud originally postulated that infantile sexuality was the consequence of having 
either passively or actively experienced sexual acts but later discovered that it also 
had an internal cause as well. This, in addition to Freud’s questioning of the 
frequency of CSA implied by his theory, and his doubts about whether reality could 
be represented in the unconscious, led Freud to abandon seduction theory for a theory 
of infantile sexuality - otherwise known as Oedipal theory (Davies & Frawley, 1994). 
Many authors have presented alternative hypotheses for this shift in theory, which are 
discussed elsewhere (Gay, 1988; Krull, 1986, Masson, 1984).
Freud’s oedipal theory reinterpreted patients’ memories of abuse as inherent wishes or 
fantasies which had a function of masking autoerotic infantile sexuality (Krimendahl- 
Wolf and Alpert, 1991). Within this theory fathers were considered to be the 
‘innocent’ objects of their daughter’s seduction, rather than perpetrators of abuse; and 
thus the etiology of neurosis was considered to be embedded in the unconscious 
fantasies of the child, rather than the result of actual childhood sexual trauma (Gay, 
1988). Despite negating the reality of abuse and its long term consequences, Freud’s 
oedipal theory is regarded as the most detailed account of childhood sexuality to date. 
Furthermore, it has provided a framework for understanding the detrimental effect of 
incest, which is thought to be a result of oedipal fantasies having been made concrete 
by the abusive experience which intrudes upon the child’s development of autonomy 
(Krimendahl-Wolf & Alpert, 1991).
The reality of CSA and its link with adult psychopathology was re-established by 
Abraham in 1907. Abraham reported that some children had a constitutional 
predisposition to later neuroses and psychoses. He suggested that this was a result of 
a ‘traumatophilic diathesis’ in which the child had unconsciously sought out or 
provoked repeated trauma, later termed repetition compulsion (Good, 1995). In 
addition to reinforcing the importance of childhood sexuality, Abraham’s theory 
highlighted the fact that sexual traumas were often experienced repeatedly perhaps as 
a consequence of early childhood experience. However, Abraham’s external etiology 
were dismissed by the psychoanalytic world and was not developed further until
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Freud’s original seduction theory of neurosis was reconsidered by Ferenczi (1933) in 
his paper - ‘The Confusion of Tongues between Adults and the Child’.
Ferenczi challenged the view that instinctually driven fantasies were the basis of 
psychoneurosis and attempted to reaffirm childhood seductions as a causal factor in 
psychological disorders in adulthood (Ferenczi, 1955). Ferenczi’s work (although 
also dismissed) was fundamental in establishing the impact of abuse on the victim, 
highlighting the extent of confusion, hurt and betrayal that a child experienced. 
Ferenczi postulated that this, in addition to fear and anxiety about betraying the 
perpetrator, often left the child “tongue-tied” and unable to speak about the trauma 
resulting in an emotional disorder which he labelled the ‘confusion of tongues’ 
(Rachman, 1989). This was considered to have pervasive effect in adulthood because 
of the defense mechanisms that the child employed to cope with the trauma which 
helped them to loosen their hold on reality, furthermore, enabling them to maintain 
self-cohesion and affectionate ties with their parents (Ferenczi, 1955).
The pathological consequences that Ferenczi reported were: extreme splitting of the 
ego associated with dissociation, pervasive guilt and shame, and sexual dysfunction 
and perversion. Moreover, Ferenczi identified a pathogenic defense mechanism in 
which the child became oblivious of self through identification with the aggressor. 
This concept has been central in developing the psychoanalytic understanding of 
victimisation, in which a child is seen as entering adulthood pre-programmed to repeat 
victimisation because of the sense of helplessness that they internalised as a child 
(Davies and Frawley, 1994). Ferenczi also underlined the central role of maternal 
deprivation in CSA, which is detailed further in family dynamic literature (Bernstein, 
1990; Marcus, 1989); and highlighted the importance of the parent-child relationship, 
and the duality of abuse that could occur in the patient-analyst relationship (Davies & 
Frawley, 1994). This remains to be an important consideration in therapy.
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Current developments in the psychoanalytic view of CSA
Within the last two decades the growth in psychoanalytic literature, empirical studies, 
and presentation of CSA victims to services has resulted in a return to seduction 
theory, and discussion of the effects of abuse and its treatment (Krimendahl & Alpert, 
1991). However, the relative importance of sexual trauma versus fantasy in the 
pathogenicity of CSA is still a matter of debate. Contemporary classical 
psychoanalysts maintain that the pathogenicity of trauma derives from regression to or 
reactivation of powerful sadomasochistic fantasies, ‘mediated by exposure to the 
primal scene (considered by Greenacre (1949) to be the model for all traumatogenic 
experience) and potentiated by prepurbertal sexual experiences’ (Davies & Frawley, 
1994; p. 18). Other classical writers maintain that it is the conscious and unconscious 
meanings attributed to the event that make it traumatic (Abend, 1986; Brenner, 1986; 
Shengold, 1992, 1989).
This has been incorporated by ego-psychological perspectives which also signify the 
degree to which the ego is overpowered by the excessive stimulation inherent in 
trauma, resulting in deficits in all areas of ego functioning (Anna Freud, 1967; 
Cooper, 1986; Levine, 1990). Levine (1990) denotes the centrality of dissociation in 
adult survivors of abuse and suggests that it is helpful to view them as having a split- 
ego (in which there is a ‘healthier neurotic’ aspect of personality ‘which alternates or 
lies buried beneath a more impulsive, primitive aspect’ (p. 198). Levine’s work has 
also influential in developing our understanding of the transference and 
countertransference issues that present in therapy (and in other interpersonal 
relationships) and stresses the extent to which re-traumatisation can occur in the 
therapeutic process if a patient is uncertain about what is fact or fantasy.
In addition to the above other psychoanalytic perspectives, namely object-relational 
(Fairbum, 1943; Kluft, 1990; Miller, 1984, 1981) and developmental (Bowlby, 1969, 
1973; Stern, 1985), have underlined the primacy of early attachment bonds in the 
pathogenicity of abuse. Such models stress the degree to which the abuse of the child
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symbolises psychic abandonment and extreme betrayal of trust and suggest that the 
repercussions of abuse, notably dissociation, are a result of attempts to secure ‘actual 
and internalised relational bonds’ with the significant objects (Davies & Frawley, 
1994; p. 22). The impact of abusive relationship on the child was originally addressed 
by Fairbum (1943), who found that survivors of abuse often assumed responsibility 
for it to protect their parents. He postulated that victims of abuse internalised their 
bad parental objects in order to control them, as they were unable to reject them, and 
that they dissociated bad sides of the object and self to maintain good images and to 
defend shameful failings (Ehrenberg, 1992).
The relational aspects of abuse have also been considered by self-psychologists such 
as Kohut (1971), who highlights that the ‘diffuse narcissistic vulnerability’ and need 
for constant approval from others, which is characteristic in this population, is a 
consequence of the disappointment and deprivation that a child experienced from 
early self-objects (caregivers). Thus suggesting that its not the actual abuse which 
results in emotional disruption, but rather the dysfunctional environment in which it 
occurs.
Repercussions of CSA in adulthood
The foregoing developments have underlined some of the long term consequences of 
CSA which have been classified into two areas: those that have a widespread effect on 
basic ego functions such as reality testing, cognitive functioning, defense 
mechanisms, capacity for pleasure and intimacy, identifications and psychosexual 
masturbation; and those that effect sexual functioning resulting in celibacy, frigidity, 
homosexuality, promiscuity, prostitution and paedophilia (Steele & Alexander , 
1981). In my experience, difficulties within these areas are often manifested in 
anxiety, depressive and personality disorders, with the victim frequently being 
unaware of their connection to earlier sexual trauma. The following material is drawn 
from my own clinical experience with female survivors of incest and highlights some 
of the issues that are brought to the process of therapy.
39
Academic Section: Dynamic Models Essay
Characteristically, all the clients that I have worked with have presented with 
primitive defenses including denial and repression. However, I have found that these 
defenses were more severe in those who had been abused before the age of 5, or had 
been repeatedly abused over a number of years. The primitive defenses in this 
population manifested in screen memories for the abuse and in delayed onset of post- 
traumatic stress (PTSD) symptomatology, which psychoanalytic authors maintain is a 
symbolic expression of unconscious meanings attached to the trauma (Ulman & 
Brothers, 1988). The PTSD symptoms included intrusive images and flashbacks, and 
recurrent nightmares and anxiety reactions, which had had a pervasive effect on all 
aspects of the person’s functioning.
Another characteristic of this population was the conscious/unconscious desire to 
maintain affectionate ties with the abusive parent, which supports the findings of 
Ferenczi (1955) and others. The majority had struggled or were struggling to 
understand and exonerate the abusive parent and mother for not protecting them, as 
they themselves felt responsible for the abuse. However, intense feelings of anger 
towards both parents became apparent during therapy. This was something that they 
had harboured for many years and had never expressed, resulting in them becoming 
emotionally isolated in order to cope with the feelings. Further exploration of this 
phenomena is provided by Shengold (1989) who attributes it to ‘soul murder’. Each 
client had a history of poor relationships, lack of good objects in their childhood, and 
was confused about the meaning of the abuse. As a result, a number of recurrent 
issues were presented during therapy, including negative self-image, poor self-esteem, 
feelings of guilt and shame (particularly if some aspects of the abuse had been 
pleasurable), internalised anger manifesting in self-destructive behaviours, unresolved 
feelings towards parents and issues of control, dependency and empowerment.
Some of the clients who had been abused in the 1940’s and 50’s recounted the degree 
of guilt and shame that they had experienced when the abuse was disclosed. This was 
at a time when children were commonly blamed for either provoking or for 
fabricating the abuse, in accordance with predominant psychoanalytic thinking. As a
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result, one lady who had been accused of prostituting herself to her father was put in a 
children’s home at the age of 8, where she experienced further abusive relationships; 
perhaps as a result of her early victimisation experience, as Davies and Frawley 
(1994) suggest. This lady had never married, although had had a number of casual 
relationships. She described difficulties with intimacy and trust, and had made the 
decision not to have children because of her fear of them being abused by their father 
and her inability to protect and care for them. She had been diagnosed as having 
clinical depression and had been on antidepressants for 20 years without any form of 
psychological intervention.
Work with a young girl of twenty revealed how her experience of abuse and the 
secrecy surrounding it led to a catalogue of bingeing and hoarding from the age of 12, 
resulting in obesity, and a suicide attempt at the age of 15, because of her extreme 
dislike of herself. She received counselling following this but terminated it after 
disclosing the abuse, because of the retraumatisation that this had evoked. She 
presented with low self-esteem, depression, apathy with regards to her life, and 
intense psychological distress and physiological reactivity at exposure to internal or 
external cues which were reminiscent of the trauma. She also had distorted beliefs 
associated with the abuse and was fearful of close relationships, particularly with 
men. This fear also influenced the therapeutic relationship as she found it hard to 
share her emotions and experiences with another person. She was also concerned 
about being blamed and felt “dirtied” each time she recounted events, which 
exacerbated her symptoms. Shengold (1989) explains how the origins of mistrust are 
based on experienced reality and indicates how this can influence the therapeutic 
process, as the therapist is often seen as no different from the abusive parent.
It took a number of weeks, in addition to allowing the client to initially guide 
treatment and set boundaries, before she had built up enough trust to disclose the 
entirety of her abuse and work through it. It was interesting to note that this lady 
appeared to have coped with her abuse by depersonalising herself during it, which had 
left her questioning the reality of certain memories. Clarification of fantasy from 
reality and exploration of the intrapsychic motivations for maintaining this confusion
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is well accounted in psychoanalytic literature pertaining to abuse (see Diamond, 1989; 
Krimendahl-Wolf & Alpert, 1991). Elements of dissociation (such as fogging and 
blanking) were also apparent in therapy, particularly during induced imagery and 
scripting work, which was thought to be the result of the threat of reactivation of 
repressed memories. Knowledge of the function of defense mechanisms was 
invaluable in helping me to understand and work through some of the therapeutic 
blocks that were presented in therapy with this client group.
Concluding comments
In the light of my clinical experience, it has become apparent that psychoanalytic 
views of CSA and its repercussions in adulthood have a lot to offer to the treatment of 
adult survivors of abuse, regardless of the therapeutic frame being used. 
Psychoanalytic literature accounts for the pervasive effect of abuse on all aspects of 
functioning, including the survivor’s internal organisation and understanding of the 
world and provides detailed theories regarding transference and countertransference 
issues which are likely to be encountered in the therapeutic process.
Over the years changes in the psychoanalytic view of CSA, from classical to self- 
psychological, have assigned more importance to the reality of abuse and external 
events in the pathogenesis of trauma and its impact on the victim’s developing ego. 
Freud’s ‘seduction theory’ was influential in the discovery of the link between CSA 
and later adult psychopathology and provided a platform for further developments in 
this area, most notably, the work by Ferenczi. Ferenczi’s work provided a cornerstone 
for the theoretical understanding of sexual trauma and its ramifications, in addition to 
further understanding of dissociation, defense mechanisms, and childhood 
vulnerability. Moreover, it highlighted the significance of the interpersonal 
relationship between mother and child at the time of the abuse, pointing to the effects 
of maternal deprivation and lack of protection, and emphasised the need for such 
issues to be addressed in therapy. More recent work has developed this further.
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However, there still appears to be a shortfall in the psychoanalytic literature exploring 
the sexual abuse of boys and its ramifications in adulthood, and the treatment of child 
survivors. Furthermore, there also appears to be little empirical psychoanalytic 
research in the area of CSA, and minimal consideration of wider social, cultural and 
environmental factors. It is important to note that CSA does not always lead to adult 
disorders and that the degree of impact may be dependent on the support that the child 
receives from significant others at the time (Coffey, Leitenberg, Henning, Turner & 
Bennett, 1996). This may also moderate the long term effects of abuse and should be 
considered further.
In the light of the foregoing limitations and the lack of consensus over the 
pathogenesis of abuse, I wonder to what extent Freud’s predominant theory which 
connected infantile sexuality (the oedipal complex) to adult psychopathology has led 
to confusion about the significance of childhood sexual trauma. We do not appear to 
be any closer to understanding whether it is the actual event of abuse that results in 
later psychopathology, or whether this is due to unconscious fantasy, symbolic 
internalisation, or the nonempathic environment in which it occurs. Perhaps the 
pathogenicity of CSA derives from all of the above, in addition to other factors that 
have been considered elsewhere. The interplay of these factors remains to be an area 
that requires further exploration before an integrated theory of CSA, its sequelae and 
its treatment can be established.
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Discuss the contribution that clinical 
neuropsychology can make to the assessment of 
Parkinson’s Disease.
Introduction
The following essay focuses primarily on the contribution that clinical 
neuropsychology has made to the assessment of cognitive deficits in idiopathic 
Parkinson’s Disease (PD). An overview of the clinical features, pathophysiology, 
course and outcome of the disease is presented and neuropsychological approaches to 
cognitive assessment in PD discussed. Illustrative examples of research limited to 
specific cognitive deficits in PD, including memory, executive function and 
bradyphrenia, are provided as a means to delineating the strengths and weaknesses of 
clinical neuropsychology in assessment. A detailed review of the area and the tests 
and measures available for assessment is unfortunately beyond the scope of this essay.
Parkinson’s Disease 
Clinical features
Idiopathic PD is a neurological disorder involving progressive deterioration of the 
brain tissue and behaviour, commonly occurring in those aged between 50 and 70 
(Knight, 1992). It differs from other forms of parkinsonism in that its origin is 
unknown, although the primary characteristics of the disease are the same. These 
include tremor, rigidity, and slowness and poverty of movement (bradykinesia). 
Posture, balance, speech production and appearance are also disturbed (Wooten,
1990).
A number of areas of cognitive function may be impaired in Parkinsonian patients 
including attention, recall of recent events, memory for dates, temporal ordering, 
visuospatial ability, extra-personal orientation, executive planning, cognitive 
flexibility and speed of information processing (Lezak, 1995). These are similar in 
some respects to the deficits evident in frontal lobe and schizophrenic patients, 
suggesting a pre-frontal dysfunction; also implying that cognitive impairment may be
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a salient feature of the disease, contrary to Parkinson’s (1817) original assertion. 
However, it remains unclear the extent to which cognitive deterioration in PD is an 
inevitable consequence of the disease.
Pathophysiology
PD is primarily a consequence of dysfunction in the basal ganglia and related 
structures of the brain, resulting from degeneration of the substantia nigra impacta 
which are involved in the synthesis of the neurotransmitter, dopamine (Knight. 1992). 
Deficient levels of dopamine and elevated levels of acetylcholine (a dopamine 
antagonist) appear to be directly related with the onset and severity of the primary 
symptoms of PD (Dubois and Pillon, 1992) and have also been implicated in 
cognitive deterioration (Poewe, 1991; Brown & Marsden, 1990).
Portin and Rinne (1980) suggest that dopamine depletion may result in frontal 
disconnections, due to basal ganglia outflow to the pre-frontal cortex; thus implying a 
potential role of the basal ganglia in cognition. Moreover, abnormal cell loss in other 
dopaminergic regions of the brain, namely the mesolimbic system, has been linked to 
the onset of dementia in this population (Knight, 1992). However, concomitant 
reduction of other neurotransmitters, such as noradrenaline and serotonin may also 
contribute to the clinical picture (Lishman, 1987).
Course and outcome
The course and outcome of the disease varies between individuals, with different 
functions deteriorating at different rates (Tweedy, Langer & McDowell, 1982). As 
the progression of the disease is slow, studies indicate a survival rate of between 10 to 
15 years following onset (Peretz and Cummings, 1988). Prior to medical advances 
the estimated mortality rate was thought to be three times greater than that of the 
general population matched by age and gender, but now approaches the normal 
mortality rate in medicated patients (Granerus, 1990).
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The contribution of clinical neuropsychology to the assessment of 
cognitive deficits in Parkinson’s Disease
Clinical neuropsychology has played a key role in developing knowledge of the 
relationships between structure and functions of the brain and behaviour in PD. 
Clinical neuropsychological assessment involves the functional analysis of a patient’s 
deficits, comprising psychometric tests, clinical interview and comprehensive 
assessment of their environment. It can provide information about the sequelae of 
PD, point to localisation of damage and subsequent cognitive function. However, 
neuropsychological data is only one aspect of assessment in PD, others include 
pathological, neurochemical and physiological studies of the brain.
One of the main advantages of clinical neuropsychology in the assessment of PD is 
the theoretical and methodological basis that it provides from which to study and 
understand the behavioural and psychological effects of brain dysfunction manifested 
in the disease. Moreover, it can provide valuable information about behavioural 
responses to biological, physical, cognitive and environmental intervention in this 
population, and can be used to monitor subtle changes in deterioration, which has 
important implications for treatment.
The literature indicates a progression in neuropsychological approaches to assessment 
of cognitive deficits in PD over the years. The following section considers these 
developments in the context of three areas of cognitive function known to be affected 
in non-demented patients with idiopathic PD: memory, executive function and 
bradyphrenia (slowness of thought).
Clinical neuropsychological developments 
Identification of global patterns
Cross-sectional research designs involving neuropsychological test batteries were first 
used to ascertain cognitive deficits in patients with PD, based on empirical evidence 
(Stem and Mayeux, 1986). These indicated patterns of cognitive deficit in unselected 
groups, but were limited in defining deficits and the conditions in which they
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occurred. A sub-group of patients with specific intellectual decline (dementia), 
indicated by significant Verbal-Performance differences on the Wechsler Adult 
Intelligence Scale, were later identified (Loranger, Goodwell, McDowell, Lee & 
Sweet, 1972). This was originally considered to be an explanation for cognitive 
deficit in this population until specific patterns of cognitive impairment were 
identified in non-demented patients with PD.
Specific patterns
More recently, specific patterns of cognitive deficit in long-term memory, frontal lobe 
function and visuospatial tasks have been identified in non-demented patients with PD 
(Brown and Marsden, 1990), and in early untreated patients (Pillon, Dubois, 
Cusimano, Bonnet, Lhermitte, Agid et a l, 1989). Comparison with Alzheimer’s 
disease patients has also found that these cognitive deficits do not depend on the same 
causal factors as dementia in this population (De la Monte, Wells, Hedley-White & 
Growdon, 1989), suggesting that dementia may be related to non-dopaminergic 
lesions (Dubois, 1983). This may offer explanation for the prevalence of dementia in 
PD only occurring in 10-15% of patients (Lees, 1985), despite the widespread 
cognitive deficits that are apparent in this population.
Theoretically-driven research
Theoretically-driven research involving specific neuropsychological tests of working 
and strategic memory have been influential in pointing to a frontalstriatal memory 
system which involves dopamine. These findings have lead to hypotheses about the 
role dopamine plays in mediating perceptual-motor processing speed which 
contributes to working and strategic memory in general. Reduced dopaminergic 
activity in this area in patients with PD is thought to result in reduced working 
memory spans and poor performance on tests of free recall and temporal ordering 
(Gabrieli, Singh, Stebbins & Goetz, 1996). Testing has also highlighted that deficits 
in working memory follow a defined sequence, which may be related to spatial- 
temporal depletion of dopamine within the striatum (ibid). In the past memory 
deficits were thought to be related to amnesia in dementing PD patients (Lishman, 
1987).
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Neuropsychological studies in patients with early and more advanced PD have also 
provided evidence for this hypothesis, furthermore suggesting that skill acquisition 
may be dependent on intact basal ganglia or fronto-striatal circuity (Owen, Downes, 
Sahakian, Polkey & Robbins, 1990). Patients with unilateral symptoms have been 
found to demonstrate selective impairment in acquiring cognitive skill on tests such as 
the Tower of Hanoi Test, which is a planning task but also involves the acquisition of 
skills-based knowledge (Daum, Schugens, Spieker, Poser, Schonle & Birbaumer, 
1995).
In addition to memory impairment, frontal deficit is commonly observed in patients 
with PD (Lezak, 1995). Recent studies indicate specific impairments in sequencing, 
temporal ordering and recency discrimination in this group, which offer explanation 
for the difficulty patients have in dating rather than recalling events.
Several studies also report deficits on the Wisconsin Card Sorting Test (WCST) (a 
measure of ability to learn and acquire new rules when conditions change) in patients 
with PD, irrespective of dementia, suggesting a difficulty in planning and shifting sets 
(Brown and Marsden, 1990; Owen, Sahakian, Hodges, Summers, Polkeya & Robbins, 
1995) This appears to be a primary cognitive impairment in PD and is evident in the 
difficulty parkinsonian patients have in altering the course of ongoing activity both at 
a cognitive and motor level.
Hypothesis-driven assessments
Hypothesis-driven assessments comparing PD patients with normal and neurological 
controls have enabled further exploration of this phenomenon, suggesting that it may 
be due to perseveration or diminished internal control of attention. A study by Brown 
and Marsden (1990) employing the WCST concluded that impaired set-shifting in PD 
patients was evident when internal cues and strategies had to be relied upon, and that 
performance improved when external cues were provided. This would explain 
differences found in recall and recognition memory in patients with PD, with cues in
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recognition memory adding to recall. This has important implications for aiding 
memory in patients with PD.
Clinical neuropsychology has also been valuable in offering explanation for the nature 
of the underlying deficit in bradyphrenia. Bradyphrenia is a common characteristic of 
PD, manifesting in diminished voluntary attention, spontaneous interest, and initiative 
(Brown and Marsden, 1990). Performance of PD patients on computerised versions 
of the Tower of London task, a problem-solving task requiring forward planning, 
demonstrates difficulty in initial planning, however, once plans have been formed 
patients are able to access them as quickly as controls (Morris, 1988). This provides 
interesting information about problem-solving behaviour in PD and also has important 
implications for intervention, which may necessitate provision of environments with 
external cues so that patients are able to carry out tasks. This may also help patients 
to overcome the difficulties that they have in shifting set. In the past difficulties in 
initiation have been attributed to lack of confidence in these patients (Lishman, 1987).
It is interesting that some of the literature suggests that bradyphrenia might parallel 
bradykinesia, implying that initial planning per se may be impaired in both mental and 
motor processes (Lezak, 1995). An association between presenting motor symptoms 
and the risk of cognitive impairment in PD has also been found in retrospective 
studies using memory tests and mini-mental state examination (Viitanen, Mortimer & 
Webster, 1994), however the findings remain controversial.
Longitudinal studies
Longitudinal studies are also now being employed to verify the extent to which 
duration of disease exacerbates cognitive deficits and to predict cognitive decline in 
different subgroups of patients with PD. Neuropsychological tests sensitive to 
memory impairment (Wechsler Memory Scale) and frontal lobe damage (WCST) are 
being used to re-test patients over the course of their disease to establish the role of 
degeneration and ageing in cognitive decline. Such studies have found that 
degeneration has a prominent role in cognitive decline in this population compared to 
ageing, in addition to years of education (Caparros-Lefebvre, Pecheux, Petit,
54
Academic Section: Clinical Neuropsychology Essay
Duhamela & Petit, 1995). The foregoing authors concluded that patients with a lower 
educational level may approach the threshold of cognitive decline earlier than those 
with a higher educational level. However, it is possible that the latter factor may 
mask cognitive decline and the extent of cognitive decline may therefore be 
overlooked in this group.
Distinguishing between disease-effects and drug-related effects
Neuropsychological studies have been employed to distinguish between disease- 
effects and drug-related effects on cognitive function. Although L-dopa, a dopamine 
precursor, has been found to be effective in modulating the neurotransmitter systems 
and providing relief from tremor and rigidity (Gaird, 1991), it has been found by some 
to be counterproductive to cognitive function (Poewe, 1991). All medications used to 
treat PD carry some risk of causing confusion or disruption of higher-order mental 
operations such as problem-solving and learning, particularly in elderly demented 
patients (Lishman, 1987). Studies have indicated that L-dopa withdrawal in PD 
selectively impairs cognitive performance in tests sensitive to frontal lobe 
dysfunction, interfering with aspects of performance, accuracy and latency of thinking 
and errors in spatial working memory (Kulisevsky, Avila, Barbanoj, Antonijoan, 
Berthier & Gironell, 1996; Poewe, 1991; Pullman and Watts, 1987). This may 
account for some of the conflictory results in the literature about the nature of 
cognitive deficits in PD.
Strengths and weaknesses of clinical neuropsychology
Other aspects of assessment in PD are only able to offer descriptive information about 
impairment in the disease. The foregoing highlights that neuropsychological 
assessment has the advantage of providing theory-driven information about cognitive 
deficits in PD. Reference to normative data provided by neuropsychological tests and 
data available on PD patients can also aid formulation in defining loss of function and 
abilities in patients assessed. Moreover, the use of standardised measures enables 
meaningful patterns to be highlighted across measures in support of hypotheses.
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Despite the fundamental signs of Parkinsonism early recognition of this disorder can 
be difficult as other neurological diseases resemble it, including Lewy body disease, 
Steele-Richardson-Olszewski syndrome and strio-nigral and corticobasal degeneration 
(Lezak, 1995). Computerised neuropsychological tests however, such as the Tower of 
London task, have been found to distinguish between such basal ganglia disorders 
(Robbins, James, Owen, Lange, Lees, Leigh et a l, 1994). Other advantages of 
neuropsychological assessment include explanation for behavioural changes in 
patients in the earlier stages of PD, which may have a positive effect of reducing 
levels of distress for the patient and encouraging understanding from others.
However, the benefits of neuropsychological assessment does seem to vary depending 
on the model of clinical practice used:
Practitioner-technician models
Over the years 6practitioner-technician’ models have assumed large commonalties 
between individuals with topographically similar problems, which has been valuable 
for research purposes in large group studies using test-batteries as highlighted herein, 
but have tended to disregard individual differences. This is illustrated in the studies 
by Stem and Mayeux (1986) and Loranger et a l (1972) mentioned herein. The 
information one gains from these studies is based on group norms and therefore can 
not be directly applied to individual case studies because of the cohort effects that 
may be present. Furthermore, large test batteries are time consuming and can lead to 
fatigue in patients reducing performance.
Scientist-practitioner models
Scientist-practitioner models, involving a series of progressive hypotheses, enable 
testing to be based on findings of assessment. This is illustrated in the study of set- 
shifting by Brown and Marsden (1990) mentioned herein. Such investigations enable 
clinician’s to delineate between presenting problems which may look the same but 
have different origins or functions. This is important in assessing parkinsonian 
patients, as the presentation of cognitive deficits varies between individuals and may 
be a result of other factors.
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Disadvantages of neuropsychological assessment
One of the main disadvantages of neuropsychological assessment in PD is the lack of 
adequate age-related norms for older adults (over 65). Given that PD commonly 
occurs in people aged 50-70, difficulty arises in describing performance when 
comparing it against people of a younger age. Many of the studies reviewed assessed 
groups of patients with a mean age over 65 and compared performance with younger 
normal controls (mean ages below 60), which leads one to question the validity of the 
results reported. This point is particularly relevant to longitudinal follow-up studies 
including people over this age and late-onset groups.
Likewise, in interpreting data from neuropsychological assessment and in diagnosing 
PD one has to take account of a number of confounding factors which may influence 
findings, particularly in older adults with PD. Poor performance in area may not be 
related to specific brain pathology associated with PD, but rather other factors such as 
motor retardation, dementia, depression (Starkstein, Prezios, Berthier, Bolduc, 
Mayberg & Robinson, 1989), health-related problems such as diabetes (Lishman, 
1987), or effects of medication (Poewe, 1991), all of which have been found to 
contribute to cognitive decline. Therefore, it is essential that these factors are taken 
into consideration in individual case studies and controlled for in group studies of 
cognitive function in PD.
Conclusion
The foregoing essay has provided an overview of the clinical features, 
pathophysiology, and course and outcome of idiopathic PD and has discussed some of 
the contributions of clinical neuropsychology to the assessment of cognitive disorder 
in this population. Illustrative examples of research limited to specific cognitive 
deficits in non-demented patients with PD have been provided to highlight some of 
the strengths and weaknesses of this approach.
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In summary of this, one can conclude that clinical neuropsychological assessment has 
played a key role in confirming the incidence of cognitive deficits in idiopathic PD, 
suggesting that its prevalence is higher than that in the general population. Although 
the exact nature of these deficits remains debatable, the neuropsychological evidence 
supports the findings that deficits in cognitive function may either be a consequence 
of the disease, or side-effects of medication to alleviate the primary symptoms of the 
disease. More specifically, clinical neuropsychology has offered support to the 
hypothesis that cognitive deficits in non-demented PD are related to basal ganglia 
dysfunction, resulting from dopamine depletion.
The ‘ frontal ’ nature of the deficits in this population has been highlighted herein, 
however, focal abnormalities may also be present such as those found in visuo-spatial 
function in parkinsonian patients (Boiler, Passafiume, Keefe, Rogers, Morrow & Kim, 
1984) which have not been considered here. Delineating the effects of PD on 
cognition via neuropsychological assessment has also enabled the broader workings 
of the brain to be understood, particularly when used in conjunction with 
neuropathological measures, as testing is not specific enough to achieve this.
Clinical neuropsychology may help in clarifying the nature and origin of some of the 
problems experienced in PD. Use of neuropsychological assessments and clinical 
interview can provide clinicians with detailed characterisations of the nature of 
deficits on particular tests and has led to the definition of distinct clinical sub-groups 
of patients with PD. Better understanding of the cognitive changes in PD also has 
implications for intervention and continues to inform practice.
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What is the theoretical basis for group therapy with 
older people, and is such therapy effective?
Introduction
Historically, psychotherapeutic interventions for older adults (OA) were dismissed, as 
OA were considered to be too rigid and lacking interpersonal qualities necessary for 
insight, personality growth and change (Freud, 1905; Abraham, 1949). However, this 
view has been challenged by developments in individual and group psychotherapy 
with the elderly since the 1950’s which have highlighted the potential for change in 
this population (Hem and Weis, 1991).
The ever-widening application of group methods to treatment for the elderly has been 
marked by the development of theory and practice with other clinical populations over 
the years. This has enabled a variety of therapeutic models to be applied to older 
people with organic and functional illnesses including dementia, schizophrenia, 
depression and anxiety, with the change in focus reflecting the needs of the 
population. Earlier group work, in the 1960’s, with OA was predominantly aimed at 
developing and maintaining friendships, facilitating adjustment and integration to 
community homes, as well as increasing well-being and contact with reality 
(Toseland, 1990). This reflected the change in provision of care for older people 
away from large institutionalised settings to small community group homes. Current 
approaches now include more skills-based work, with the introduction of educational 
and self-help groups for OA, to increase independence and improve quality of life.
The following essay discusses the theoretical basis and effectiveness of group therapy 
for OA. Illustrative material is drawn from current therapeutic approaches to group 
work with OA, including group psychotherapy, reality orientation, reminiscence and 
psychosocial approaches. The methodological limitations of the research literature in 
this area are discussed and conclusions about effectiveness made.
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For the purpose of this essay, ‘group therapy’ will refer to any treatment, involving 
three or more persons, using principles derived from psychological theory and group 
process.
Theoretical basis of group therapy for OA
One of the earliest proponents of group therapy with OA was Linden (1953), whose 
work with 51 institutionalised “senile” women demonstrated that behaviour in the 
elderly could be modified through group treatment. Linden’s findings, although 
based on anecdotal evidence, were important for three reasons: Firstly, they
highlighted the potential benefits of psychotherapeutic group approaches for the 
elderly, including their role in improving levels of memory and alertness, reducing 
levels of confusion and depressive affect, and facilitating hospital discharge. 
Secondly, they indicated that group therapy could be used to address specific issues of 
aging, including feelings of rejection and isolation, and insecurity and low self-esteem 
which are often experienced by OA. Lastly, the findings underlined the therapeutic 
benefit of working within a group context to facilitate change, with interaction 
between members being a key variable.
The importance of group process as an agent of change in OA was later established by 
Burnside (1978), based on the work of Yalom (1970) who had studied the curative 
factors of group therapy with psychotic and neurotic patients. Six factors were 
considered relevant to group therapy with OA, all of which are interlinked within the 
dynamics of a group. These are: 1) ‘cohesiveness’ or ‘sense of belonging’, which can 
reduce isolation and draw people together, enabling meaningful relationships to 
develop. This is an important component of group work with OA as many OA’s may 
have lost a number of relationships due to displacements and death of significant 
others, and may have lost their sense of belonging; 2) ‘universality’ of experience, 
discovering that you have similar experiences and problems as your peers, which can 
provide reassurance and facilitate adjustment to aging in older people; 3) 
‘interpersonal learning’, through giving and receiving information which can increase 
feelings of self-worth and allow the altruistic needs of OA to be expressed; 4) 
opportunity to express feelings and verbalise concerns, which can have a cathartic
65
Academic Section: OA Essay
role; 5) ‘identification’ with peers, which can raise self-esteem and lead to changes in 
behaviour via vicarious learning and modelling of others behaviour; and 6) 
‘instillation of hope’ and control, which is often lost in old age as dependency on 
others increases due to reduced physical and mental health.
Group process in itself, has the potential therefore to reinforce interest in self and 
others, particularly for those who have become isolated and withdrawn, and can 
develop feelings of self-worth and belief in the value of living. In addition to 
providing a reference group that people feel that they belong to, which may replace 
groups that have been lost in the past (Toseland, 1990).
Models of group therapy and their effectiveness
While psychoanalytic concepts led to the development of group psychotherapy, many 
approaches today are drawn from a variety of theoretical models. Over the years, 
there has been a shift in models of group therapy for OA from insight-oriented 
approaches to skills based approaches enhancing personal and social well-being, and a 
more meaningful and enjoyable life (Corey and Corey, 1987). Compared to younger 
populations, group therapy with OA tends to focus on the ‘here-and-now’, rather than 
past events, and aims to enhance the ego rather than confront it (Burnside, 1978). The 
structure and content of group therapy with OA is also more directive, concrete, and 
supportive. The goals are less defined, and there is more flexibility in group 
boundaries to meet the needs of the population and to facilitate relationships (Kimmel, 
1991).
Developmental theories of aging have provided the framework for a wide variety of 
theoretical approaches of group therapy for OA, including psychodynamic, reality 
orientation, reminiscence and psychosocial approaches; discussed in further detail 
below. This has enabled many of the issues of aging including mental and physical 
well-being, adjustment, loss, and dependency to be addressed in intervention. These 
issues often manifest both psychologically and emotionally in older people through 
depression, anxiety, fear, isolation and reduced sense of self mastery, and have tended 
to be treated on an individual basis (Lazarus, 1988).
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Group psychotherapy - expressive approach
Non-structured expressive approaches of group psychotherapy have been used with 
the elderly to address a number of normative life changes that are faced by this 
population. The theoretical basis of expressive group psychotherapy lies in Yalom’s 
work on emotional catharsis as an agent of change. The aim of group therapy is to 
provide the opportunity for people to express concerns and work through past 
personal issues in a supportive environment. A study by Riley and Carr (1989) using 
this approach in an open mixed group of OA over 10 months, found that it facilitated 
the use of previously abandoned coping mechanisms to work through issues which 
resulted in increased sense of self-mastery and control in group members.
Although the findings of Riley and Carr’s study have good face validity, it is not 
possible to draw valid conclusions about the effectiveness of this approach with OA, 
as it lacks empirical support. The size of effect and clinical implications of the study 
would have been better elucidated if objective measures of mastery and control were 
employed, and by comparing the effects of the group with a structured therapy group 
in which coping strategies had been provided to help people work through 
problematic issues. Similarly, the study failed to identify who would benefit most 
from this approach. Characteristically, unstructured approaches are generally more 
applicable to people who are more verbal, psychologically-minded and have greater 
insight into their difficulties, and may therefore be unsuitable for some clinical 
populations who are more cognitively impaired.
Reality orientation
In contrast to this, structured approaches including reality orientation (RO) and 
reminiscence have been found to be effective for OA who are more cognitively 
impaired and lacking insight, and need more direction and advice from others. Over 
the years, RO groups have been widely used in hospital and community settings as a 
means to reorienting persons with dementia to their current reality, and as a 
preventative measure for confusion in the elderly (Burnside, 1978). There are two 
kinds of RO: formal RO, involving groups which use a variety of activities and
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materials to engage people with their surroundings in terms of time, place and person, 
and develop existing or compensatory patterns of functioning; and informal RO, 
which takes place 24 hours a day and involves changes in a person’s environment to 
aid memory.
Holden and Woods (1995) reviewed 21 controlled trials of RO groups conducted in a 
number of settings with people with dementia. Compared with untreated control 
groups and unstructured social groups, small but significant changes in verbal 
orientation were found following formal RO. Marginal effects were also found in a 
minority of studies on physical functioning, confidence and socialisation. However, 
there are empirical drawbacks in the literature on RO groups. The majority of studies 
available have only evaluated formal RO groups and have not taken into account 
other environmental variables including informal RO, additional therapeutic input, 
and support, which may also have an impact on behaviour and bias results. It is 
therefore difficult to judge the extent to which the outcome of these studies reflects 
group treatment alone.
The validity of the measures used to assess improvement in RO studies is also 
questionable. For example, a study conducted by Woods (1979) using both an 
untreated and social therapy group control design, reported significant differences on 
cognitive tests of memory and orientation between groups following formal RO. This 
was taken as an indicator of effectiveness of RO with people with dementia. 
However, the tests used were only related to material presented in the RO condition 
and therefore, do not suggest overall improvement in cognitive function following 
RO.
Moreover, few follow-up studies have been conducted from which conclusions can be 
drawn about the long-term therapeutic benefit of RO groups (Powell-Proctor and 
Miller, 1982). Early studies have indicated that the benefits of RO groups are only 
temporary, unless continual input is provided (Brook, Degun & Mather, 1975). 
However, the secondary benefits of such approaches should not be ignored, including
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the opportunity for increased stimulation and engagement which may otherwise not be 
provided.
Reminiscence
Reminiscence is considered to be increasingly important for psychological growth, 
maintenance of integrity and adaptation to aging in the older people (Butler, 1974). 
Reminiscence groups are designed to stimulate memories via photographs, music and 
archival material, to enable people to gain understanding and develop wisdom about 
their life, and have been used with OA with both organic and functional illnesses. 
The model of therapy is theoretically based on Freud’s work on the significance of 
memories to later adaptation and Butler’s theory of life review. Butler postulated that 
life review was a universal phenomena in older people, in response to the biological 
and psychological fact of death, and that it played an important role in the 
psychopathology of the aged.
An early study by McMahon and Rhudick (1967) focused on the adaptational 
significance of a reminiscence group for OA, and found that it had positive benefits in 
areas related to identity, self-esteem, depression and coping. Although the results of 
this study can not be generalised as the sample were of above average intelligence. 
More recent studies report inconsistent findings about the effectiveness of 
reminiscence with OA, particularly in people with dementia. Some studies 
demonstrate improvement in orientation, function and psychological well-being 
outside of the groups and others not (Head, Portnoy & Woods, 1990; Rattenbury and 
Stones, 1989; Baines, Saxby & Ehlert, 1987). This however, may be a reflection of 
differences in the structure and content of the groups and personal characteristics of 
members of the groups; emphasising the need for more experimental research in the 
area.
Despite this, reminiscence has been found to be instrumental in establishing common 
bonds, trust and intimacy among elderly members in group counselling situations 
(Hem and Weis, 1991). This suggests that reminiscence may have an important role
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in enabling the group process to facilitate change because of the curative conditions 
that provides, including universality of experience, cohesiveness, and identification.
Psychosocial approaches
Psychosocial approaches to group therapy have also been used in the treatment of 
functional illness, such as depression, in OA and have offered an alternative approach 
to reminiscence therapy (Arean, Perri, Nezu, Schein, Christopher & Joseph, 1993) and 
pharmacological treatment (Jarvik, Mintz, Steuer & Gemer, 1982). They are based on 
the application of both learning theory and cognitive-behavioural theory to group 
therapy and include skills mastery, problem-solving and self-management approaches 
aimed at improving personal and social well-being. This is of particular relevance to 
OA with deteriorating health, whose main concerns are to maintain function and 
independence (Toseland, 1990).
Unlike the more psychodynamically-oriented models mentioned previously, 
psychosocial approaches are oriented towards social reinforcement, modelling and 
feedback in changing behaviour and coping. With reference to the literature on group 
therapy for depression in OA, significant differences have been found between skills- 
oriented, cognitive-behavioural approaches and the more insight-oriented models in 
the treatment of depression. In a randomised control study by Arean, Perri, Nezu, 
Schein, Christopher and Joseph (1993), social problem-solving therapy (SPST), 
focusing on effective means of coping with stressful life-events, was demonstrated to 
be more effective than reminiscence therapy (RT), on measures of depression, as a 
treatment for unipolar major depressive disorder in the elderly. However, the findings 
of a study by Steuer, Mintz, Hammen, Hill, Jarvik, et a l (1984) comparing 
psychodynamic and cognitive-behavioural group approaches in the treatment of 
geriatric depression found little difference between the approaches, both resulting in 
clinically and statistically significant improvement in levels of depression. Yet, the 
depression experienced by participants in this study appears to have been secondary to 
a physical disorder which may have confounded the results. The study also lacked a 
control group, and therefore, one can not conclude that the results were attributable to 
the treatment.
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Support for psychosocial group approaches with depressed and anxious elderly 
inpatients has been provided by other studies which have highlighted improvements 
in cognitive impairment (Moffat, Mohr & Ames, 1995), and levels of depression in 
conjunction with pharmacological treatment, compared to pharmacological treatment 
alone (Brand and Clingempeel, 1992). However, improvement in the later study was 
dependent on other variables including frequent contact with family, fewer physical 
problems and a higher baseline of positive social behaviours, emphasising the 
potential impact of personality and environmental factors on treatment.
Methodological limitations in the literature
Despite numerous studies investigating the efficacy of group therapy with OA, it is 
difficult to draw general conclusions about the approach as the significance of their 
benefits is often weak. Much of the literature evaluating the efficacy of these 
approaches is descriptive rather than empirically based, and lacks follow-up studies 
reporting sustained gain. It is also difficult to compare and generalise the findings of 
studies because of the heterogeneous populations, group methods and measures they 
are drawn from, which has led to inconsistent results. Moreover, the theoretical 
models of group therapy used appear to lack experimental verification, therefore one 
is not certain which factors are operating within the various group approaches to 
promote change.
A number of confounding factors were apparent in the literature reviewed which can 
lead to differential effects in evaluating the efficacy of group therapy for OA. These 
included lack of: 1) control for personal characteristics including age, nature and 
severity of disorder, level of cognitive and physical functioning, personality, and 
motivation; 2) control for group, therapist and environmental characteristics; 3) 
suitable outcome measures to account for the generic nature of the difficulties of OA 
and which did not rely heavily on memory, language and self-report; and 4) 
assessment of ‘goodness-of-fit’ between client and model of treatment. Being 
involved in group therapy demands a degree of social and intellectual awareness, 
psychological-mindedness and self-disclose, particular in more psychodynamically-
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oriented and cognitive-behavioural approaches. Some OA may therefore do better in 
more skills-based approaches which do not rely so much on these factors.
Conclusion
This essay has discussed the theoretical basis of group therapy approaches available 
for OA. Illustrative material has been drawn from current therapeutic approaches, 
including group psychotherapy, reality orientation, reminiscence and psychosocial 
approaches, in an attempt to draw conclusions about the effectiveness of group 
therapy with OA.
Both the empirical and clinical evidence mentioned herein, suggest a number of 
positive effects on the psychological and emotional well-being of OA engaged in 
group therapy. Group therapy offers a range of opportunities for OA including 
universalisation of experience, experiential learning and peer support, which have an 
important role in facilitating change and can not be achieved by other modes of 
treatment. Additionally, it can provide an opportunity for people to rediscover and 
develop social competence, particularly for those who have become socially isolated 
and withdrawn (Toseland and Rivas, 1984); and by involving care staff, can be used 
to increase understanding of the needs and difficulties of the clients they care for, in 
addition to improving staff morale (Toseland, 1990).
Developments in group therapy continue to dominate the literature with creative art 
therapies, including dance and drama, now increasingly being used in the treatment of 
the elderly. However, more work is required to empirically evaluate existing 
approaches of group therapy with OA, particularly studies comparing the 
effectiveness of approaches to other modes of treatment and which can control and 
manipulate variables to eliminate confounding factors. Other developments in group 
therapy approaches are also necessary which tailor therapy toward the needs of older 
populations such as those over the age of eighty-five, as these are currently lacking. 
This may be of importance in the future in the light of the increased life-span of the 
general population. Moreover, the cost-effectiveness of group therapy compared to 
individual treatment needs to be explored further. Early literature reports significantly
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reduced drop-out rates from group therapy compared to individual treatment with OA, 
and that group therapy is a more cost-effective approach to working with the elderly 
(Toseland and Siporin, 1986).
Despite the methodological limitations that have been highlighted by the literature, 
group therapy appears to be a powerful adjunct to treatment for a range of organic and 
functional illnesses in the elderly. Growth in approaches to working with the elderly 
have challenged societal views regarding the limited ability, worth and capacity for 
change that older people have, and have enabled a variety of theoretical hypotheses to 
be developed which can be empirically tested in future studies.
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SUMMARY OF THE CLINICAL SECTION
The section is subdivided into six sections corresponding to each of the clinical 
placements undertaken during the three years of clinical training. Each sub-section 
comprises a title page outlining the placement and brief summary of the clinical 
experience gained, a copy of the placement contract, and a summary of a case report 
(with the exception of the final placement). The five case reports were chosen to 
reflect experience gained of a range of client groups and models of working, and are 
presented in full in a separate Clinical Volume, together with the clinical placement 
log-books and placement evaluation forms. All client names and identifiers have been 
changed or removed to maintain confidentiality.
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ADULT MENTAL HEALTH CORE PLACEMENT 
SUMMARY (YEAR I)
Trust: Heathlands Mental Health NHS Trust
Locations: 1) Guildford West Famham Road Hospital, Guildford
2) Brookwood Hospital, Knaphill, Woking
Main Supervisor: Eva Bratslavsky
Co-Supervisors: Kathryn Makin, Christa Rhode
Dates: 6 October 1995 to 29 March 1996
Clinical experience
As part of a community mental health team, 24 clients were assessed, 6 of which were 
seen for individual therapy, with a wide range of anxiety and adjustment disorders, 
and long-term mental health problems including manic-depression, personality 
disorder, schizophrenia, and asperger’s syndrome. The work undertaken was mainly 
on an outpatient basis but included advocacy work and care programme approach 
assessments on a Rehabilitation Unit. There was also opportunity to observe the work 
of a clinical psychologist on an Acute Ward. The principle models of intervention 
were Cognitive-Behavioural and short-term Schema-focused Cognitive therapy, with 
additional experience of psychodynamic approaches through case discussion and 
supervision.
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ADULT MENTAL HEALTH CORE PLACEMENT 
CONTRACT
AIMS
1. To provide broad exposure to adult mental health practice within the trust.
2. To develop an understanding of the role of clinical psychologists within the trust.
3. To develop a level of competency in formal psychological assessment in adult 
mental health, i.e. cognitive and neuropsychological assessment.
4. To develop a level of competency in the provision of psychological therapy and 
assessment in adult mental health, i.e. cognitive, behavioural, psychodynamic, 
systemic.
5. To develop a range of professional skills as necessary for the job i.e. effective 
liaison with other professionals, administration, time management.
6. To develop an understanding of the trusts' structure and function, and 
organisational issues, i.e. specific to acute, community and rehabilitation services.
OBJECTIVES
1. Experiential Components
1.1. Independent client work with referred cases of anxiety, depression and 
adjustment/bereavement/loss (a minimal and essential component).
1.2. Where possible, experiential and/or educational experience of a range of other 
psychological problems, i.e. eating disorders, sexual abuse, somatic complaints, social
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skills, anger management, suicidal/parasuicidal situations, personality disorders. 
These will be encountered through assessment, therapy, supervision and reading.
1.3. Experience of cognitive-behavioural, and (if possible) psychodynamic and 
systemic approaches to therapy.
1.4. Experience of disability, ethnic and cultural issues within client work.
1.5. Observation and/or experience in administration of cognitive and 
neuropsychological assessments, i.e. WAIS-R, WMS, NART.
2. Exposure Components
2.1. To meet with other psychologists working within the trust, i.e. forensic, 
counselling, community, neuropsychology, rehabilitation, acute services.
2.2. Direct and/or indirect meetings with the service manager and members of the 
multi-disciplinary team, i.e. psychiatrists, CRN's, social service providers, case 
managers, community support workers, art therapists, occupational therapists, nursing 
staff.
2.3. To spend at least half a day a week with a rehabilitation team at Brookwood 
Hospital.
2.4. To visit a range of services within the trust, i.e. the Acute Resource Centre, 
Ludlow Road Resource Centre, Ridgewood Centre.
3. Educational Components
3.1. To attend a range of multi-disciplinary meetings, i.e. operational, professional, 
clinical allocation, client review, inter-disciplinary assessment.
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3.2. To attend at least one Trust Psychology Service Meeting.
3.3. To attend assessment case discussions with supervisors.
3.4. To attend at least one session of the Trust’s psychiatric training programme.
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Case Report Summary: An integrative approach to 
post-traumatic stress disorder (Year I)
Referral of the problem
Miss B is a 21 year old single lady who was referred by her G.P for weight 
management counselling.
Presenting Problems and Case Formulation
Miss B presented with feelings of guilt, shame, low self-esteem, a catalogue of 
bingeing and hoarding since the age of 12, and recurrent and intrusive recollections of 
sexual abuse during childhood. Initial interviews and ratings on the Beck Depression 
Inventory, Trauma Belief Inventory and Impact of Events Scale, suggested that Miss 
B was suffering from delayed onset post-traumatic stress disorder (PTSD) associated 
with prolonged trauma of child sexual abuse. This seemed to be correlated 
behaviourally with episodes of bingeing, which had a key role in maintaining the 
PTSD symptomatology.
Management
An integrative approach to treatment was adopted incorporating cognitive strategies to 
explore memories of abuse, behavioural strategies for dealing with depressive and 
post-traumatic stress symptomatology, and psychodynamic approaches to address 
transference issues and dissociation during therapy.
Outcome
Substantial gains were made through imagery work, enabling Miss B to uncover a 
number of repressed memories and emotions, and better understand the impact of the 
abuse on her life. There was also a reduction in the frequency of, and level of distress 
associated with, intrusions and episodes of bingeing. However, Miss B required 
further long term therapeutic input to address feelings of guilt, shame and self­
denigration.
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LEARNING DISABILITIES CORE PLACEMENT 
SUMMARY (YEAR 1)
Trust: Worthing Community Care NHS Trust
Location: Community Team for People with Learning Disabilities, 
1, St. George’s Road, Worthing
Supervisor: Hilary Smith
Dates: 17 April 1996 to 20 September 1996
Clinical experience
As part of a community team for people with learning disabilities, 8 clients were seen 
on an outpatient and community basis for assessment and treatment. Clinical work 
included functional analysis, formal psychological and psychometric assessments, and 
client-centred and cognitive- behavioural interventions with clients with a range of 
anxiety, interpersonal, and social and communication skill problems. There was also 
opportunity for consultancy work with parents of a child with behavioural problems, 
and systemic work with day centre staff facing problems with harassment among day 
centre attendees. Furthermore, staff training sessions were undertaken for members of 
the community team to provide instruction on behavioural management of challenging 
behaviour, and for staff at a residential home who requested help with managing 
bereavement and loss among residents and staff.
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LEARNING DISABILITIES CORE PLACEMENT 
CONTRACT
AIMS AND OBJECTIVES
1. To gain knowledge of local service provision for People With Learning 
Disabilities, and of Agencies differing responsibilities.
2. To work effectively within a multi-disciplinary team, and to undertake 
collaborative work with colleagues of other disciplines, where appropriate.
3. To have experience of assessment and intervention work with ten clients. Clients 
should cover a range of ages from adolescence through young adulthood and middle 
age to older adults; a range of abilities from mild through to profound disability; 
present a balance of sexes and include work with a client from an ethnic minority. 
Clinical problems should include a wide range of commonly occurring difficulties for 
this population, and work should be undertaken in a range of settings, and at a variety 
of levels. A range of clinical approaches will be explored.
4. To have the opportunity to shadow the supervisor early in the placement.
5. To have the opportunity to observe the supervisor in clinical activities ranging 
from individual assessments or intervention through to meetings about clients and 
other activities undertaken by clinical psychologists.
6. To be observed doing clinical work at a variety of stages of the placement.
7. To undertake group work if appropriate opportunities arise.
8. To undertake teaching if appropriate opportunities arise.
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9. To consider undertaking relevant research whilst on placement.
10. To take up relevant opportunities for continuing professional development during 
the placement and to receive regular weekly supervision on all aspects relating to the 
placement.
11. To contribute actively to the work of the specialty within the team and the 
department, as appropriate.
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Case Report Summary: A brief social skills training 
intervention (Year I)
Referral of the problem
Mr B is a 21 year old gentleman who was referred for a psychological assessment to 
avoid a residential placement breakdown, due to difficulties associated with his 
behaviour.
Presenting Problems and Case Formulation
Clinical interviews and psychometric assessments indicated that Mr B had a mild 
learning disability, poor social and communication skills and limited means of 
expressing his own emotions. Mr B's understanding and ability to think through 
things appeared to be more limited than his language and functional skills suggested, 
and had resulted in people overestimating his ability and giving him less concrete 
direction and support than he needed. This appeared to have contributed to 
difficulties with residential placements in the past.
Management
Intervention focused primarily on social skills training to address the difficulties 
underlying Mr B’s behaviour and to increase his confidence.
Outcome
Pre and post intervention measures completed by Mr B and staff at the work 
experience centre he attended, indicated an improvement in his general social skills 
performance and social behaviour over the course of intervention. In addition, there 
appeared to have been an improvement in Mr B’s self-reported level of self-esteem 
and confidence with peers.
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CHILD AND ADOLESCENT CORE PLACEMENT 
SUMMARY (YEAR II)
Trust: North Downs Community Health NHS Trust
Location: Famham Child & Family Consultation Service, Brightwells, 
Famham
Supervisor: Susan Knight
Dates: 25 September 1996 to 21 March 1997
Clinical experience
Working as part of a multi-disciplinary team, 13 children were assessed, 7 of which 
were seen for individual therapy, with a wide range of emotional, behavioural and 
developmental problems including depression, separation anxiety, specific phobia, 
conduct problems, impulsivity, hyperactivity, developmental delay and learning 
problems. The work undertaken was mainly on an outpatient basis and involved close 
liaison with parents, schools, social services and mental health professionals. There 
was also opportunity to run a self-management group for 6 children with Attention 
Deficit Hyperactivity Disorder, a social skills group for 3 adolescents with social and 
communication difficulties, and to work with a Child Family Therapy Team. Models 
of intervention included Play, Behavioural and Cognitive-Behavioural therapy, Social 
Learning theory, Systemic Family therapy, and White and Epston’s systemic model of 
externalisation.
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CHILD AND ADOLESCENT CORE PLACEMENT 
CONTRACT
AIMS
1 To gain clinical experience of children with organic, cognitive, educational, 
emotional and behavioural problems in the pre-school and middle school age range. 
Some adolescence and family therapy experience will also be available.
2. To gain knowledge of local service provision for children and adolescents with 
organic, cognitive, educational, emotional and behavioural problems, and of the 
differing responsibilities of a number of Agencies.
OBJECTIVES
To observe and work with a wide range of children with developmental, behavioural 
and/or emotional problems. This will be achieved through:
1. Indirect/observational work
1.1. Observation of a number of professionals working within the Child and Family 
Consultation Service. To include: Supervisor, Psychiatrist, Paediatrician, Child 
Psychotherapists, Family therapists, Social Workers, Speech and Language Therapist, 
Educational Psychologist, Health Visitor; in addition to other Clinical Psychologists 
working within the locality.
1.2. Opportunity to visit a number of services within the area. To include the 
following services: Eating Disorders, Challenging Behaviour, Developmental, GP 
Consultation, Social Service provision, and a variety of schools.
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2. Clinical Work
2.1. Individual, joint and group work with children and families, including parental 
support and management advice. To include a maximum of 10 independent 
treatment cases and a number of assessments not leading to treatment. Clients should 
cover a range of ages from pre-school to early adolescence, with a range of difficulties 
commonly occurring in this population. Therapeutic approaches to include 
behavioural and/or cognitive therapy, family therapy, and play therapy where 
applicable.
2.2. To become familiar with a range of assessment tools and techniques, including 
developmental and intelligence tests, questionnaires, video, and one-way vision and 
radio microphones.
2.3. To experience working within a multidisciplinary team and liaison with the 
wider network of professionals working with children. Including opportunity to 
attend case conferences/network meetings where possible.
2.4. To undertake relevant research on placement, with support and guidance from 
the supervisor and the service.
3. Professional
3.1. To receive regular weekly supervision.
3.2. To attend team, speciality and professional liaison meetings where possible.
3.3. To take up relevant opportunity for continuing professional development during 
placement.
3.4. To keep accurate and up-to-date records of all clinical work.
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Case Report Summary: A cognitive-behavioural self­
management group for children with Attention Deficit 
Hyperactivity Disorder (Year II)
Background
This case report discusses the development and implementation of a pilot self­
management group for children with Attention Deficit Hyperactivity Disorder 
(ADHD). The group was conducted in a community-based child and family 
consultation service and was part of a multi-modal treatment package which was 
being developed within the service for children diagnosed with this disorder.
It was designed by the author, as a closed time-bound structured group for 6 children 
aged 9 to 11 years, and focused on the psycho-educational aspects of treatment. The 
theoretical framework for the group incorporated an ecological-developmental model 
of cognitive behaviour therapy and principles of operant conditioning and social 
learning theory. The group components were identified from social skills literature 
and research into the application of cognitive-behaviour therapy with children with 
ADHD and were evaluated using pre and post intervention measures, direct 
observation and self-report.
The aim of the group was for children with ADHD to develop insight, self-control and 
adaptive social behaviours through experiential and vicarious learning. Pre and post 
outcome data from parents and teachers, indicated improvements in behaviour for 
some of the children whose rating scales were returned. In addition, self-reports 
indicated increased understanding of the disorder, and increased self-esteem and self- 
control of disruptive behaviours, which was also observed during group sessions.
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MILAN-SYSTEMIC FAMILY THERAPY 
PLACEMENT SUMMARY (YEAR II)
Trust: Heathlands Mental Health NHS Trust 
Location: Family Therapy Service, Ridgewood, Frimley 
Main Supervisor: Annette Lumsden 
Co-Supervisor: Tracy Harris 
Dates: 9 April 1997 to 26 September 1997
Clinical experience
Member of a milan-systemic family therapy team, key and co-working with a number 
of clients aged 16 and above who were experiencing a range mental health 
difficulties, that were having a direct impact on their marital or family relationships. 
Difficulties included communication, relational and step-parenting difficulties, marital 
and generational disharmony, and problems associated with role-conflict, depression 
and alcohol dependency in the family. There was also opportunity to be involved in a 
‘reflecting team’ during sessions and to observe a number of family therapy sessions 
conducted by members of the team. A marketing document was also developed for 
the service and a service evaluation follow-up report drawn up.
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MILAN-SYSTEMIC FAMILY THERAPY 
PLACEMENT CONTRACT
AIMS AND OBJECTIVES
1. To participate in working systemically with families in different contexts. 
Participation will include observation, co and key working.
1.1. To practice systemically in different settings so as to develop an understanding 
of how systemic ideas can be applied across teams and organisations, e.g. CMHT, 
Famham Road Hospital, client’s homes and Family Therapy Service; within 
Heathlands NHS Trust and CFCS.
2. To develop an understanding of the basic theory of systemic practice by studying 
one model, Milan Systemic in detail and others in brief, e.g. structural, narrative, brief 
therapy and reflecting team approaches.
2.1. To reflect on how systemic theory influences practice and vice/versa. These 
reflections would be part of case discussions and reports and supervision.
3. To develop skills and methods in the application of Milan Systemic Therapy with a 
range of clients and contexts, e.g. different age groups, clinical problems (acute and 
long term, moderate and severe mental illness).
3.1. Abi will be responsible for key working a minimum of 4 families in the 
placement. In addition to this, she will co-work and observe others. Skills would 
include engaging family, use of circular questions, setting of tasks, delivering 
messages, and ending therapy.
4. To become familiar with the values and ethics of family therapy and to explore the 
issue of power within family groups.
93
MSFT Placement: Contract
5. To be familiar with past and current research projects that have been carried out 
within the service. Also to discuss applications of research within Family Therapy.
6. To reflect on identity roles, prejudices and preferences that Abi brings to the 
placement as a clinical psychologist and how this is influenced by the role of family 
therapist. Specifically looking at cultural and racial issues within Family Therapy.
7. To receive regular weekly supervision.
8. To attend team, specialty and professional liaison meetings where possible.
9. To keep accurate and up-to-date records of all clinical work.
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Case Report Summary: A Milan-systemic approach to 
relational difficulties (Year II)
Background
This case report is based on five sessions of Milan-systemic family therapy with a 
same-sex couple who were experiencing relational difficulties, in which the author 
was a key-therapist. My co-worker for the case was my clinical supervisor.
The case study is written in a systemic style, and focuses primarily on one session of 
Family Therapy in which a genogram was used as a framework to understanding the 
couple’s and family’s relatedness, structure and dilemmas. This session was 
identified to illustrate the therapeutic benefit of genograms in Family Therapy. The 
sessions prior to and following this session are outlined as a context for the reader, in 
addition to discussion of issues considered prior to therapy, the model of therapy used 
and systemic thinking in general, and concludes with a personal reflection of the 
author on the process of therapy.
Referral of the problem
N (aged 30) was referred to the Family Therapy service by a Consultant Psychiatrist. 
The referral stated that N was “having problems adjusting to her identity” and was 
suffering from depression and suicidal ideation. Therapy was requested to address the 
problems in N’s relationship with V, her female partner. The couple were married in 
1994 and had two boys aged 11 and 6 from a previous marriage.
Outcome
Over the course of therapy it was highlighted that the couple’s difficulties were 
reflexively connected to their attempts to come together as a step-family, which was 
complicated further by their lesbian relationship. The sessions were beneficial in 
facilitating change for the couple, who began to engage in more adaptive patterns of 
relating and showed greater understanding of each other and their dilemmas.
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OLDER ADULT CORE PLACEMENT SUMMARY 
(YEAR III)
Trust: Kingston & District Community Health Trust 
Location: Elmside, 1 Oakhill, Surbiton 
Main Supervisor: Catherine Dooley 
Co-Supervisor: Sue Webb 
Dates: 16 October 1997 to 3 April 1998
Clinical experience
Clinical work included formal psychological and psychometric assessment of 3 clients 
referred for problems resulting from memory difficulties, clinical depression and 
cerebral anoxic damage; and Cognitive-Behavioural, Systemic and Personal Construct 
Therapy with 3 clients experiencing anxiety, adjustment and health problems. Group 
experience was also gained through running a psycho-educational self-management 
group in a day centre for 7 people with rheumatoid and osteo-arthritis, and co- 
facilitating a reminiscence group on a continuing care ward for 5 people with senile 
dementia. There was also the opportunity to facilitate a closed time-bound structured 
group for nursing staff from a continuing care ward who were experiencing 
difficulties managing change and working as a team.
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OLDER ADULT CORE PLACEMENT CONTRACT
AIMS
1. To gain an overview of the services available for Older Adults in Kingston and 
District and an understanding of how these fit together to form an organisation.
2. To gain an understanding of the role of the Clinical Psychologist providing 
services for older adults and how this differs from other professions.
3. To have experience of working in a variety of work settings, with a range of client 
groups and problems and to develop skills and approaches when carrying out 
interventions, e.g. networking, liaising with other professionals, family therapy, 
marital work, behaviour modification, personal construct theory, bereavement 
counselling etc.
4. To undertake some area of service development/project work/training.
OBJECTIVES
1. To carry out assessment and intervention with approximately ten clients with 
functional and organic conditions including
1.1. DIRECT WORK with clients, couples and families in outpatient/community 
settings including problems of anxiety, depression, bereavement, adjustment to 
disability, health issues and carers issues. Supervised by Catherine Dooley (CD) and 
Sue Webb (SW).
1.2. INDIRECT WORK with clients and staff including dementia care in inpatient 
or residential settings, networking.
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2. To become familiar with different settings - e.g.:
• Oak Day Hospital
• Wards for Older Adults with mental health problems at Toi worth Acacia Unit.
• Wards for Older Adults with physical health problems at Tolworth Hospital, 
including Stroke.
• Social Services Residential Homes, e.g. Newent House, Murray House.
• Private and Voluntary Residential Homes.
3. To spend time with a Consultant Psychiatrist, Social Worker and CPN both in 
client meetings and if possible in individual client work.
4. To meet Managers within EMI Service and Elderly Community Service.
5. To run a therapeutic Rheumatoid Arthritis group for Older Adults (CD).
6. To participate in a Reminiscence group for Older Adults (SW).
7. To observe and carry out neuropsychological assessment using WAIS R, 
Coughlan, ME AMS or Mini Mental State.
8. General neuropsychological experience and observation.
9. To possibly arrange a visit to Atkinson Morley.
10. To attend meetings and seminars in Psychology Department and other meetings 
within Services for Older Adults.
11. To carry out a staff teaching programme at Surbiton Hospital - Change within 
systems.
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12. To present a piece of work at a Departmental meeting - Quality of life 
measurement.
13. To assist in developing a Parkinson’s Disease Clinic, to familiarise self with 
organisational issues.
14. To possibly assist in developing outcome measurement for Stroke at Tolworth 
Hospital.
15. To have 1.5 hours of supervision on a weekly basis.
16. To have 1 hour of joint psychotherapeutic supervision once a fortnight.
17. To have one session of study time per week.
PERSONAL OBJECTIVES
By the end of the placement I will have developed:
1. A knowledge base and skills in the following theoretical models - Narrative,
Personal Construct, Life Review.
2. A knowledge base and skills in the use of testing and interpretation.
3. Systemic skills working with staff, couples and carers.
4. Consultation skills - integrating psychological skills and expertise into service 
development.
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Case Report Summary: Neuropsychological evaluation of a 
man with clinical depression (Year III)
Referral of the problem
Mr B, is a 73 year old widowed man, who was referred to Psychology for a 
psychological assessment of his depression, by staff from the Assessment and 
Treatment Unit for people with functional illness, at which he was an inpatient. He 
had been living on his own in sheltered accommodation, and had been admitted to the 
unit following a significant deterioration in his health and well-being.
Presenting Problems, Case Formulation and Management
Mr B was seen on 10 occasions to complete a comprehensive neuropsychological 
assessment of his depression which involved a series of clinical interviews and a 
psychometric assessment of intellectual functioning. The assessment confirmed that 
Mr B had a moderate level of clinical depression which had exacerbated premorbid 
difficulties in intellectual functioning, resulting in a progressive deterioration in his 
mental and physical health, and ability to function independently.
Clinical intervention involved a brief constructive intervention which focused on 
increasing Mr B’s understanding of depression and its management, recommendations 
to staff about behavioural interventions for Mr B’s depression, and suggestions for 
after-care following Mr B’s discharge.
Outcome
A notable change was observed in Mr B’s mood and behaviour over the period of 
assessment and intervention. At the end of therapy, Mr B obtained a slightly lower 
score on the HAD scale, and was no longer presenting with suicidal ideation. 
Unfortunately however, Mr B was discharged from the unit before the behavioural 
intervention recommended to staff had been put into place. Mr B was subsequently 
discharged from psychology as he had moved out of the region. Recommendations 
were made concerning his long-term after-care needs.
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PAEDIATRIC PSYCHO-ONCOLOGY SPECIALIST 
PLACEMENT SUMMARY (YEAR III)
Trust: The Royal Marsden NHS Trust
Location: Psychological Medicine, The Royal Marsden Hospital, Sutton
Supervisor: Lesley Edwards
Dates: 22 April 1998 to 24 September 1998
Clinical experience
Currently on clinical placement working as part of a multi-disciplinary team with 
children and their families both in inpatient, outpatient and community settings. 
Clinical work to date has included psychometric assessment with children 
experiencing the late effects of treatment, Cognitive-Behavioural and visual imagery 
approaches for the management of eating, sleeping, anxiety and impulse-control 
problems, Personal Construct and Cognitive-Analytic work with adolescents 
experiencing problems with identity and self-esteem and play therapy with children 
being prepared for medical treatment. Placement logbook and evaluation forms will 
be submitted on 1st September and will be available to review at the Viva on 15th 
September.
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PAEDIATRIC PSYCHO- ONCOLOGY 
PLACEMENT CONTRACT
AIMS
1. Gain understanding and experience of the impact of physical illness on individual 
and family functioning.
2. Gain experience of multi-disciplinary team working.
3. Gain experience of networking and consulting with external agencies.
4. Experience of range of therapy types and different psychological models.
5. Undertake psychometric testing relevant to the psycho-oncology population, and 
contribute to the statement of special educational needs.
6. Gain experience of the different roles of the paediatric psychologist in a medical 
setting.
7. Participate in ongoing research.
8. Do background research for proposed new parent group.
OBJECTIVES
1. See a minimum of 10 children and/ or their families.
2. Gain specialist experience in cognitive-behavioural, cognitive-analytical, systemic, 
and visual imagery therapies in a medical setting.
102
PPO Placement: Contract
3. Active participation in multi-disciplinary meetings.
4. Presentation in the department of Psychological Medicine meetings.
5. Active participation in preparation for a bone marrow transplant with child patient 
and sibling donors.
6. Contribution to the development of "when a child dies" booklet.
7. Devise a questionnaire, do background interviewing and planning for parent 
support group.
8. Develop play therapy skills.
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SUMMARY OF THE RESEARCH SECTION
This section comprises three separate research components completed during the three 
years of clinical training. The first component is a literature review completed in Year 
I, which reviews the relationship between epilepsy and schizophreniform psychoses. 
The second, a small scale (service-related) research project completed in Year II, 
which investigates the relationship between behaviour, self-esteem and depression in 
children diagnosed with Attention Deficit Hyperactivity Disorder (ADHD) who were 
referred to a Child and Family Consultation Service. The third and final component is 
a large scale research project completed in Year III, which explores the association 
between coping responses and psychological distress in a community sample of 
children with ADHD.
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Literature Review
The relationship between epilepsy and 
schizophreniform psychoses: an integrative
review (Year I)
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The relationship between epilepsy and 
schizophreniform psychoses: an integrative review 
ABSTRACT
A wide range of emotional, behavioural and cognitive changes have been associated 
with epileptic disorders, ranging from neurotic and characterologic-like disorders, to 
episodic violent behaviour and schizophreniform psychoses. Previous studies indicate 
that the prevalence of psychopathology is higher within epileptic populations than in 
the general population, and that patients with temporal lobe epilepsy are at greater risk 
from developing psychotic disorders, in particular, schizophreniform psychoses. The 
following review aims to explore the relationship between epilepsy and the onset of 
schizophreniform psychosis in epilepsy. An overview of epileptic disorders and their 
established links with psychopathology is presented. A number of etiologic theories 
postulating the relationship between epilepsy and psychosis are reviewed, and the 
association between temporal lobe epilepsy and schizophreniform psychoses is 
discussed. The methodological problems that have prevented a clear understanding of 
this relationship are considered. It is concluded that 1) no single hypothesised 
etiology is exact in establishing the relationship between epilepsy and psychosis; 2) a 
multitude of variables other than seizure type are associated with increased 
psychopathology; and 3) that well-defined criteria and methodology for diagnosis and 
subtyping of epilepsy and psychosis is necessary in order for the relationship to be 
comprehensively understood.
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1. INTRODUCTION
1.1 Classification and Clinical Presentation of Epilepsy
Epilepsy may be defined as a chronic, non-progressive condition characterised by 
recurrent seizures. It is one of the most common neurologic disorders, and pertains to 
a heterogeneous group of conditions, 20 in all, resulting from disordered electrical 
brain activity (Trimble, 1996). The classification, prevalence and clinical 
characteristics of epilepsy have been explored elsewhere by a number of authors 
(Dodrill and Batzel, 1986; Masland, 1974; Strub and Black, 1981; Temkin, 1971; 
Ward, Penry & Purpura, 1983). The prognosis of epilepsy is primarily dependent 
upon aetiology, although this is not definitely known in about 50% of all cases (Pond, 
1981), and age of onset. Further, Shorvon and Reynolds (1982) document that 70% 
of newly diagnosed adult patients can be successfully treated, however, the remainder 
continue to have poorly controlled seizures, resulting in additional neurologic or 
psychiatric disorders. It has been documented that 7% of all epileptic patients living 
in the community will be admitted for psychiatric care at some point in their lives 
(Standage and Fenton, 1975).
2. EPILEPSY AND PSYCHOPATHOLOGY
A number of epidemiological studies have reported a higher psychiatric morbidity in 
epileptic populations in comparison to the general population (Hermann and 
Whitman, 1984; McKenna, Kane, & Parrish, 1985; Stevens, 1988). The prevalence of 
psychiatric disorder in epilepsy has ranged from 29% to 54.5% in community 
samples, and from 18% to 63% in hospital samples (Oybode, 1993). The incidence of 
psychopathology appears to depend on the underlying cause of the seizures. Stevens 
(1982) indicates that the incidence in epilepsy is reduced in cases where the brain is 
morphologically and physiologically intact, compared to cases where untreatable 
metabolic, morphologic or physiologic defects have been found.
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Other associations with increased risk of psychopathology in epileptic patients 
include, low IQ, social and interpersonal deprivation and family history of mental 
disease (Blummer, 1977). In addition to, poorly-controlled seizures, long duration of 
seizure disorder with onset in childhood, temporal lobe seizure focus, bilateral or 
multiple discharges on electroencephalogram (EEG), and structural lesions (Reynolds 
and Trimble, 1981). These are thought to increase the risk of further brain 
dysfunction. However, it appears that it is still difficult to determine the extent to 
which psychopathology in epilepsy is a result of cerebral pathology associated with 
seizures, congenital traits, and anticonvulsant medication; and/or presiding 
psychosocial influences that are thought to affect the individual.
2.1 Classification and Phenomenology
In 1957, Pond classified the psychiatric disorders of epilepsy into three principal 
categories: These include:
1) Disorders not directly related to epilepsy, but due to diffuse or focal brain damage.
2) Disorders directly related to clinical seizures, which comprise -
a) prodromal events - occurring a few days or hours preceding a seizure, and 
characterised by irritability and dysphoria, which improves following the seizure.
b) ictal events - where psychiatric disturbances are directly related to seizure 
discharge, and onset is localised to one area of the brain; resulting in altered levels of 
consciousness and clinical manifestations involving higher level mental processes, as 
observed in complex partial seizures and generalised seizures.
c) post-ictal events - which immediately follow one or more seizures, usually 
generalised seizures, manifesting in confusional states which are short lived.
3) Inter-ictal disorders, which are unrelated to time of clinical seizures -
where symptoms are present between attacks and often in the absence of seizures, and 
are assumed to be the result of epilepsy and/or cerebral epileptogenic lesions. The 
onset, intensity and course of inter-ictal psychopathology is thought to be influenced
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by fit frequency, most commonly by exacerbation of epileptic attacks, and less often 
by a fall in fit frequency.
Interictal disorders have been observed to manifest the same range of mental state and 
behavioural phenomena that has been seen in functional psychiatric syndromes in 
non-epileptic populations (Cockerell, Moriarty, Trimble, Sander & Shorvon, 1996). 
These disorders have been classified into two categories: disorders o f childhood (see 
Reynolds and Trimble, 1981), and disorders o f adulthood. Studies have indicated that 
the latter category encompasses three distinct disorders, that is, non-psychotic 
disorders affecting personality and behaviour (Bear and Fedio, 1977); disorders 
related to sexual dysfunction (Kolarsky, Freund, Machek & Polak, 1967); and 
psychotic disorders (Slater, Beard & Glithero, 1963), of which affective and 
schizoaffective disorders are the most common (Perez and Trimble, 1980).
Schizophreniform psychosis is one form of inter-ictal psychoses, which has been 
found to occur in 3-9% of epileptic patients at some point in their lives (Trimble,
1988). Qualitative differences have been found however, between the 
schizophreniform psychoses of epilepsy and ‘non-epileptic’ schizophrenia. These 
include, warmer affect, reduced personality deterioration, paranoid delusions with 
religiose colouring, and mystical delusional experiences (Slater et a l, 1963; Pond, 
1957).
3. METHODOLOGICAL LIMITATIONS
The prevalence rate of psychiatric disturbance in epileptic populations tends to vary 
across studies, and the type and degree of emotional and psychiatric impairment 
associated with epilepsy has been prone to different interpretations. In the light of 
this, a number of drawbacks have been reported regarding the representativeness of 
earlier findings to the ‘average’ epileptic population. These include lack of consistent
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operational definitions of seizure disorders and EEG manifestations, selection bias, 
and lack of consideration of other possible factors involved.
Fiordelli, Beghi, Bogliun, Crespi et al. (1993) argue that the subjects used in earlier 
studies tended to be taken from small samples of patients in institutions, suffering 
from mixed seizures, temporal lobe epilepsy and psychiatric disorders, which may 
have resulted in a gross overestimation of psychiatric morbidity among epileptic 
patients. This may have been confounded further, by controls that were not
adequately matched, and thus subject to different selection factors than the
experimental group studied.
In earlier studies, the diagnosis of epilepsy and psychiatric disturbance, and EEG 
‘confirmation’, appears to differ, and tends not to fit the standard classification criteria 
used today (Fiordelli et al., 1993), therefore making comparisons between studies 
difficult. Moreover, a number of the assessment methods that were used have been 
found to be incomparable, inaccurate and invalid, which casts further doubt on the 
validity of early prevalence studies that form the basis of research today.
It is also evident that a number of earlier studies failed to address other factors noted 
in the literature which are thought to influence the relationship between epilepsy and 
psychopathology. These factors therefore need to be controlled for, and taken into 
consideration when determining the extent to which psychopathology may have been 
over-represented in this population (Smith and Darlington, 1996). Important factors 
which are thought to influence the relationship between epilepsy and
psychopathology include: .
1) use of anticonvulsant medication - Reynolds (1982) have suggested that
anticonvulsants could adversely affect mental functioning, causing neuropathological 
changes in the central nervous system, inducing folate deficiency, altering monoamine 
metabolism and/or affecting hormonal or endocrine functioning. Extensive use of 
such drugs has been associated with personality changes and psychosis, in addition to
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depressed mood and cognitive impairment, (see Engel, Bandler, Griffith & Caldecott- 
Hazard (1991) for a review of the area).
2) seizure-related experiences - a wide variety of simple and complex sensory and 
perceptual experiences, as well as alterations in cognitive, motivational, and 
emotional states can be elicited by seizures, particularly in temporal lobe epilepsy 
(TLE), which may affect the psychological state of the patient.
3) socioeconomic status (SES) - a significant increase in the prevalence of epilepsy 
and psychiatric disorders has been found in lower SES groups (Whitman, Coleman, 
Berg, King, et ah, 1980). This has been seen to be the result of adverse effects of 
poverty, unemployment and/or environmental stress, rather than with the effects of 
epilepsy per se.
4) psychosocial factors - a plethora of studies suggest that patients with epilepsy suffer 
significant psychosocial problems in comparison to people without epilepsy. General 
factors include the effects of economic stress and limitations of activities and 
aspirations. More specific factors include the effects of the episodic, unpredictable, 
and uncontrollable aversive elements of epilepsy (Murray, 1993). These have been 
correlated with high rates of anxiety and depression (Hermann, 1979), poor self­
esteem (Codings, 1990), and pervasive fear of seizures, which may also result in a 
number of social adjustment problems for the individual (Mittan and Locke, 1982).
5) developmental m d family effects - related to age of onset, impact of diagnosis, and 
attitude and expectations both in the individual and family (Hartlage and Green, 
1972). Thompson and Upton (1992) found an association between poor emotional 
adjustment and severity of seizures and episodes of status, in addition to, perceived 
low levels of support with depression.
The foregoing limitations that have been outlined have been considered in the 
selection of papers reviewed herein.
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4. EPILEPSY AND PSYCHOSIS
The literature indicates that there is an increased frequency of the development of 
psychosis within epileptic populations (Mendez, Grau, Doss & Taylor, 1993; Slater et 
a l, 1963; Stevens, 1966). However, this has been contested by others, who suggest 
that the frequency is the result of inadequate control groups and sampling problems, 
as discussed earlier (Stevens, 1991).
4.1 Prevalence
The reported prevalence rates of psychoses in population-based studies range from 0.6 
to 19% (McKenna et al., 1985), and from 0.45 to 2.45% for schizophrenia (Sarwer- 
Foner, 1985). Psychosis in epilepsy appears to be greater in females than in males 
(Gudmundson, 1966), suggesting an increased risk for females. The age of onset of 
epilepsy in patients who later develop psychosis does not appear to differ significantly 
from non-psychotic controls (Oyebode, 1992). High prevalence rates of psychoses in 
epileptic populations have been found in samples with small populations, with broad 
diagnoses, with inpatients taken from psychiatric units rather than neurological units, 
and in candidates awaiting surgery (Schmitz and Wolf, 1995).
A study conducted in an adult epilepsy clinic by Onuma, Adachi, Ishida, Katou and 
Uesugi (1995), highlighted that temporal lobe epilepsy (TLE) was most commonly 
seen in psychiatric populations, followed by extra-temporal lobe epilepsy, iodiopathic 
generalised epilepsy and symptomatic generalised epilepsy. TLE has been strongly 
associated with schizophreniform psychosis (Sengoku et al, 1983; Shukla, 
Srivastava, Katiyar, Joshi & Mohan, 1979; Slater et a l, 1963), and is characterised by 
visual distortions, hallucinations, paroxysmal dysphasia, and disturbances in speech 
perception and gestural language (Oyebode, 1993). Although the association between 
the two has been disputed by a number of authors (Standage and Fenton, 1975; 
Stevens, 1975, 1983).
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4.2 Risk Factors
A number of risk factors have been highlighted in the development of comorbid 
psychotic disorders with epilepsy and have been used to offer explanation for 
underlying etiological processes. These include, left-sided seizure focus (Flor-Henry, 
1969; Sherwin, 1981; Taylor, 1975); frequent complex partial seizures (Kristensen 
and Sindrup, 1978) and absence seizures (Schmitz and Wolf, 1991); sphenoidal spike 
activity on EEG and presence of multifocal spikes (Trimble, 1996); histopathology of 
alien tissue gangliogliomas materialising at an early developmental stage and focal 
neuropathological lesions (Jensen and Larsen, 1979; Roberts, Done, Bruton and 
Crow, 1990; Taylor, 1975); female gender (Roberts, 1990); left-handedness (Hermann 
et al., 1984; Kristensen et a l, 1978); age of onset (Stevens and Hermann, 1981; 
Taylor, 1975); auras consisting of illusions, hallucinations, and complex automatisms 
relative to other types of auras (Jensen and Larsen, 1979); and more widespread 
cognitive deficits, particularly in TLE, where severe psychopathology has been 
associated with deficits in higher cortical functioning (Ferguson, Rayport, Gardner, 
Kass, et a l, 1969).
Moreover, Schmitz and Wolf (1995) have indicated risk factors that are common to all 
types of epilepsy and psychoses. These include severity of epilepsy (ie. multiple 
seizure type, poor seizure control and severe epilepsy), and ictal loss of consciousness 
associated with complex partial focal seizures and absence seizures, both thought to 
denote cerebral dysfunction. Accordingly, Schmitz and Wolf suggest, that psychosis 
in epilepsy is not associated with localised or lateralised cerebral lesions but with 
functional disturbance.
Psychosis has been more commonly linked with temporal lobe epilepsy (Roberts et 
a l, 1990; Trimble, 1989), although patients with generalised seizures have also been 
found to suffer from psychosis (Bruton, Stevens & Frith, 1994; Slater et a l, 1963). 
Doniger (1959) reported a high proportion of psychotic episodes in non-temporal lobe 
epilepsy which were relatively brief and characterised primarily by confusional 
behaviour or delirium. In contrast, psychotic episodes associated with TLE have been
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found to be longer lasting and associated with disorders of affect and fluctuating 
mood, but without confusion or alteration in levels of consciousness. 
Schizophreniform psychosis has been reported to occur in patients with both 
generalised and temporal lobe seizures.
4.3 Etiologic Theories
A simple causal link between epilepsy and psychosis appears unlikely, as evidence for 
a number of causal relationships between epilepsy and psychosis have been found. 
These can be categorised into four different hypotheses (Bruens, 1974), which 
include:
1 ) that epilepsy and psychosis are not directly related and occur together by chance - 
however, the onset of psychosis has been found to be preceded by the onset of 
seizures (Bruton et ah, 1994; Trimble, 1989), and also appears to be over represented 
in epilepsy relative to other neurological groups, which conflicts with this theory.
2) that psychosis is precipitated by seizures in those who are genetically predisposed - 
however, there appears to be little evidence of hereditary predisposition (Slater et al., 
1963).
3) that there is a direct causal relationship between epilepsy and psychosis -
a) firstly, suggesting that epilepsy and psychoses may be consequences of a 
nonspecific organic condition resulting from underlying organic disorder pertinent to 
both (Kristensen et al., 1978; Slater et al., 1963) - however, it has not yet been 
established whether the observed psychosis in epilepsy is an ‘organic psychosis’ 
caused by structural brain damage, or whether it is an ‘epileptic psychosis’ caused by 
the disrupting influences of epileptiform activity.
Rodin, Katz and Lennox (1976) concluded that epileptic psychoses are organic, and 
that the psychoses are not due to epilepsy per se, but rather due to structural damage 
to deep limbic areas of the brain which is responsible for both epilepsy and psychosis. 
Recent neuropathological studies support the view that the development of psychosis
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in epilepsy is associated with structural brain damage, similar to that described for 
schizophrenia in non-epileptic populations (Bruton, 1994). In contrast to this, Toone, 
Dawson and Driver (1982) and Perez, Trimble and Murray (1985) failed to detect an 
excess of structural pathology compared to controls using computerised tomography.
A neurodevelopmental hypothesis has been put forward, indicating similar temporal 
lobe pathology in schizophrenia and TLE, principally in the mesial temporal lobe. It 
is presumed that this has a neurodevelopmental origin, transpiring in psychotic 
symptoms during adolescence (Weinberger, 1987). This view has been supported by 
work by Umbricht and colleagues (1995), who found a relationship between onset of 
chronic psychosis and postictal psychosis at contrasting points in puberty. Thus 
emphasising the significance of brain maturation at the time of onset of epilepsy. 
Umbricht and colleagues concluded that factors associated with epilepsy may confer a 
risk of developing either type of psychosis, while underlying neuropathological 
substrates determine the chronicity of psychosis.
b) secondly, that epilepsy and psychoses may result from an organic brain lesion 
caused by a history of poorly controlled seizures and anticonvulsant medication - 
(Mendez et al., 1993; Walker and Sander, 1994). Several studies document the causal 
relationship between seizure activity and the development of psychosis, that is, that 
focal seizure activity may lead to the development of psychosis through kindling, due 
to the time lapse found between the onset of epilepsy and psychosis (Smith and 
Darlington, 1996). Kindling is the repeated focal electrical stimulation of the brain 
which results in increased neuronal excitability and long term potentiation. This 
addresses the neural mechanism by which the spread of seizures to other areas of the 
CNS might result in a focal epilepsy precipitating psychosis (Trimble, 1989). In 
contrast to this, evidence from metabolic studies has suggested that kindling is 
generally not associated with structural brain damage (Smith and Darlington, 1996).
c) thirdly, that psychosis may be a behavioural manifestation of subcortical seizures 
which are not overtly apparent or demonstrated on routine surface electrode EEG.
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d) and fourthly, that psychosis may be a psychogenic reaction to the seizure disorder 
and its social complications.
4) that there is an antagonistic relationship between epilepsy and psychosis - that is, 
that neurochemical changes which promote epilepsy reduce the tendency to psychosis 
and visa-versa. This supports earlier findings of Nyiro and Jablonsky (1929), Glaus 
(1931) and Kristensen et al. (1978), and also Meldrum, Anlezark and Trimble (1975), 
who showed that dopamine agonists reduced epileptiform activity but exacerbated 
psychosis, and that dopamine antagonists increased epileptiform activity but 
alleviated psychosis. Stimulation of dopamine activity therefore appears to be able to 
decrease seizure susceptibility in epileptics, in addition to producing schizophrenic 
symptomatology in non-epileptic schizophrenics. Further evidence for this 
antagonism emerges from ‘forced normalisation’ on EEG (Trimble, 1976), and from 
documented improvements in symptoms in chronic non-epileptic schizophrenics, 
resulting from the combined effect of anticonvulsant drugs and neuroleptics (Stevens, 
1982); however, the precise nature of this antagonism is unclear.
It has been suggested that this may be a reflection of a biochemical relationship or a 
manifestation of an underlying cerebral dysfunction. Reductions in other 
neurotransmitter receptors have also been found in epilepsy and psychoses, namely, 
benzodiazepine (Johnson, de Lanerolle, Kim, et al., 1992) and muscarinic 
acetylcholine receptors (Muller-Gartner, Mayberg, Fisher et al., 1993) in 
epileptogenic temporal lobes, and dysfunctions of excitatory amino acid receptors 
(Javitt and Zukin, 1991).
The majority of authors in this field appear to support the third and fourth hypotheses 
outlined above.
4.4 Neural Correlates of Psychosis in Epilepsy
A number of investigations have indicated that the brains of epileptics with psychosis 
show unique patterns of metabolic and structural change. Bruton et al. (1994)
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compared clinical, EEG, and neuropathologic data of patients with epilepsy and 
psychosis and patients with epilepsy without psychosis. The results of this study 
indicated that the frequency and severity of temporal lobe pathology was similar 
across the groups, and that TLE was not a significant factor in epileptic patients with 
psychosis compared to those without. However, the results indicated that the former 
group had a tendency to generalised seizures, irrespective of whether they suffered 
from other types of seizure as well. The time onset between seizures and onset of 
schizophreniform psychosis ranged from 5 - 3 8  years. Epileptic patients with 
psychosis were distinguished from the non-psychotic group by enlarged ventricles, 
periventricular gliosis and excessive focal brain damage, which could not be 
explained by age at death. These pathological changes are similar to those which 
have been documented by Roberts (1990), in schizophrenics without epilepsy. A sub­
group of patients with schizophreniform psychosis were distinguished from the other 
groups, in that, they had a significant excess of pinpoint perivascular white-matter 
softenings, also regardless of age. Bruton and colleagues concluded that there was 
only faint possibility of temporal lobe pathology accounting for the development of 
schizophrenic symptoms, and that consequently, other pathological changes must be 
responsible.
It would appear that although metabolic and anatomical studies have enabled the 
discovery of neural correlates of psychosis in epilepsy, they have not yet been able to 
demonstrate whether the metabolic or pathological changes that occur are part of the 
cause, or the effect, of psychosis.
5. TEMPORAL LOBE EPILEPSY AND SCHIZO­
PHRENIFORM PSYCHOSIS
Slater et a l (1963) presented a series of reviews that were landmarks in the study of 
chronic schizophreniform psychoses among epileptic patients using historical, 
phenomenological, neurological and genetic observations to argue an aetiological link
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between epilepsy, especially temporal lobe epilepsy (TLE), and these psychoses. 
Since then, a number of studies have indicated that patients with temporal lobe 
epilepsy are at greater risk from developing psychotic disorders (Flor-Henry, 1969; 
Mendez et a l, 1993; Stevens, 1988) and that patients with left temporal lobe 
epileptogenic lesions are vulnerable to develop schizophreniform psychosis (Sherwin, 
1982). Magnetic resonance imaging supports this, indicating specific abnormalities in 
limbic system structures associated with psychoses of epilepsy, in particular, left TLE 
(Conlon, Trimble & Rogers, 1990; Marshall, Syed, Fenwick & Lishman, 1993). 
Mendez and colleagues (1993) studied the relationship between interictal 
schizophreniform disorders in epileptic populations and observed that this group had a 
later age of onset of seizures, more complex partial seizures, a higher frequency of 
auras, and fewer generalised seizures, relative to epileptics without schizophreniform 
psychosis.
The possible association between schizophreniform psychosis and epileptic foci in the 
left temporal lobe was first reported by Flor-Henry (1969). This is consistent with the 
finding that the first-rank symptoms of Schneider (primarily disturbances of symbolic 
thought and language and specific auditory processing, used in the classification of 
psychoses), have a left-sided focus (Ounsted and Lindsay, 1981). Moreover, Trimble 
(1986) observed from EEG criteria, that patients with a dominant locus had 
significantly more ‘nuclear’ schizophrenia, than in patients with non-dominant 
hemisphere abnormalities; and from positron emission tomography (PET) and 
oxygen-15 procedures, that psychotic patients with complex partial seizures had lower 
values of oxygen metabolism compared to non-psychotics, supporting findings made 
by Gallhofer, Trimble, Frackowaick et al. (1985).
In addition to this, computerised tomography (CT) and MRI data have highlighted 
associations between hallucinations and left temporal lesions (Conlon et a i, 1990). 
Similarities can also be found in evoked potential characteristics in schizophrenia, 
which consistently imply left hemisphere involvement, markedly, the left temporal 
region (Flor-Henry, 1983). Functional imaging research is currently being used to
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correlate the various psychotic syndromes of schizophreniform psychosis with 
patterns of cerebral blood flow (Marshall et al., 1993).
Edeh and Toone (1987) indicate that increased prevalence of interictal 
psychopathology commonly associated with TLE may also be a feature of other forms 
of focal epilepsy. This suggests that temporal lobe damage per se may not be 
sufficient to account for psychoses, and that other parts of the CNS must be affected. 
Trimble (1989) reports that the structural damage which occurs in TLE is restricted 
specifically to the temporal lobes, however, the metabolic changes that have been 
noted in epileptics with psychotic symptoms, extent beyond the temporal lobes and 
are therefore thought not to share the same organic basis. This may explain why other 
schizophreniform presentations, such as, manic, depressive and paranoid symptoms 
have not been linked to temporal lobe pathology.
Perez and Trimble (1980) compared patients with epilepsy and inter-ictal psychosis 
with patients with non-epileptic schizophrenia, and found that the frequency of 
individual first-rank symptoms was similar in the schizophreniform and schizophrenic 
groups. However, ‘nuclear’ schizophrenia was uniquely identified with TLE and 
limbic temporal pathology, validating earlier studies by Pond and Slater and Beard. 
This was also true of later studies conducted by Perez, Trimble, Reider et al. (1984), 
where an over representation of ‘nuclear’ schizophrenia was highlighted in patients 
with left-sided, dominant hemisphere changes on EEG, supporting Flor-Henry’s 
concept of laterality in psychoses.
Similar findings have been documented by EEG abnormalities in non-epileptic 
schizophrenic patients. Abrahams and Taylor (1979) have reported extensive left 
temporal abnormalities involving limbic regions on EEG in schizophrenic patients; 
Heath (1982) concludes that these abnormalities only occur when the patient is 
actively psychotic. In addition to this, Stevens and Livermore (1982) used 
telemetered EEG recordings which were taken during psychotic episodes of 
schizophrenic patients, and identified ‘ramp patterns’ which had been seen in epileptic 
patients during subcortical spike activity, promoting the likelihood of a similarity
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being found between the underlying pathological processes in schizophrenia and TLE. 
From this, it may be plausible to assume that schizophreniform psychosis may be a 
result of temporal lobe pathology rather than TLE per se, as psychotic disorders do 
not appear to be evident in all patients with TLE.
Umbricht et al. (1995) examined possible factors contributing to the occurrence of 
psychotic disorders in patients with treatment-refractory temporal lobe epilepsy and 
clinical features that distinguished nonpsychotic and psychotic patients, and patients 
with postictal psychoses from those with chronic psychoses. Patients with TLE with 
chronic or postictal psychoses showed similar clinical and seizure profiles that 
differentiated them from the non-psychotic group, that is, bitemporal seizure foci, 
clustering of seizures, and absence of febrile convulsions, suggesting shared etiologic 
factors. Umbricht and colleagues concluded that these factors may increase proclivity 
to develop psychoses, while other factors, including time of onset and underlying 
neuropathology, may rather determine the development of particular psychotic 
symptoms. However, the authors went on to state that the presence of bitemporal foci 
and histories of clustering may just be an indication of the involvement of a number 
of brain areas which are damaged, consequently increasing a persons’ vulnerability to 
developing a psychosis.
5.1 The Significance of Temporal Lobe Epilepsy?
Whitman and Hermann (1983) have indicated that the majority of earlier studies in 
which an association was observed between TLE and schizophreniform psychoses, 
were based on uncontrolled studies. The significance of which has previously been 
discussed in the methodological limitations section of this review. A review of the 
literature indicates a shortfall of ‘controlled’ studies that have examined the 
relationship between epilepsy and schizophreniform psychosis. Only a few, such as 
the ones conducted by Onuma (1983) and Shukla et al. (1979), have indicated a 
significant increased risk of schizophreniform psychoses in patients with TLE. Other 
studies have suggested that psychosis occurs in generalised epilepsies to the same 
extent as in TLE.
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Problems of definition with regard to TLE also challenge the validity of a relationship 
between epilepsy and schizophreniform psychoses. The studies that were reviewed 
tended to vary in the extent to which their definition of TLE was based on clinical 
characteristics or EEG findings. Schmitz and Wolf (1995) have criticised the 
assumption that has been made by a number of authors, that complex focal seizures 
are sufficient evidence of TLE. Moreover, Stevens (1991) has attributed the ‘myth’ of 
TLE and psychosis, to sampling bias and ‘divergent formulating’, as found in studies 
where patients with TLE have been matched with patients with generalised seizures. 
Stevens reports that matching of this kind is likely to result in a control group with 
‘impure’ generalised epilepsy, that has primary or secondary temporal lobe 
involvement. This supports earlier observations made by Bruens (1980) who found 
that the highest incidence of psychosis in patients with epilepsy, occurred in patients 
suffering from both psychomotor (temporal lobe) and generalised seizure.
In the light of this, it is important to note that the psychotic disturbances seen in TLE, 
may be the result of a combination of seizure types, rather than TLE alone. This 
raises the question as to whether seizures per se, or an underlying cerebral 
dysfunction, is the substrate responsible for the development of psychoses.
6. CONCLUSIONS
No single hypothesised etiology appears to be exact in establishing the relationship 
between epilepsy and psychoses, or temporal lobe epilepsy and schizophreniform 
psychosis. Although several etiologic theories have been shown to be consistent with 
experimental data, in particular, theories related to an underlying organic dysfunction, 
and theories related to antagonistic relationship between epilepsy and psychosis.
It has been observed that patients with epilepsy and psychosis have a history of 
prolonged anticonvulsant use and insufficiently controlled seizures, which often
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involve the limbic structures of the temporal lobes. However, no single factor, such 
as seizure type, EEG findings, lateralization, pathology, or demography has offered an 
explanation for the observed relationship. The development of psychoses in epilepsy 
thus appears to be a complex, multifactorial process, involving biological, 
psychological, environmental and social factors. The significance of which appears to 
differ in any given individual.
A well-defined criteria and methodology for diagnosis and subtyping of epilepsy and 
psychosis is necessary in order for the relationship between epilepsy and 
schizophreniform psychosis to be comprehensively understood. In recent years, 
clearer definitions of clinical and electrophysiological manifestations of seizure 
disorders have been provided by advances in methodological approaches. However, 
there still appears to be a lack of reliable and valid correlations between epilepsy and 
psychosis and the involvement of temporal regions in different types seizures. 
However, this may be a consequence of variations in EEG and clinical phenomena 
which has been found over the course of epilepsy and psychosis.
In the advent of recent studies that have highlighted methodological errors in previous 
research, and with the introduction of ‘care in the community’ and closure of 
psychiatric institutions, there has been a valid change in the ‘representation’ of 
samples which are now being used in studies investigating causal relationships 
between epilepsy and psychosis. That is, a change from institutionalised samples, to 
samples of patients from neurological outpatient units. However, these samples may 
still have a bias towards people with epilepsy who are more disabled than the 
‘average’ epileptic population.
The foregoing review has illustrated the need for future research to focus more 
thoroughly on matched groups of patients with epilepsy, with and without a history of 
psychosis, so that further insight can be gained into the relationship between epilepsy 
and onset of psychosis. It is evident that matched groups will need to be controlled 
for age, sex, epileptic diagnosis, and standardized classification of psychiatric 
symptoms under DSM-IV or ICD-10 criteria, and compared with regard to clinical,
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historical, neuropsychological, neurophysiological and neuroimaging variables, in 
order for the aetiology and pathogenesis of schizophreniform psychoses in epileptic 
populations to be fully established.
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An investigation into the relationship between 
behaviour, self-esteem and depression in children with 
Attention Deficit Hyperactivity Disorder 
ABSTRACT
The present study explores the relationship between Attention Deficit Hyperactivity 
Disorder (ADHD), self-esteem and depression in a sample of 13 boys aged 8 - 1 2  
years old who have been diagnosed with the disorder and have been referred to a 
Child and Family Consultation Service. Behaviour is measured by the Conners 
Parents and Teacher Rating Scales and self-esteem and depression by the Piers-Harris 
Children’s Self-Concept Scale and the Children’s Depression Inventory.
The clinical findings are compared with normative data gathered from a sample of 
school boys aged 8 - 1 2  years who do not have a history of mental health problems 
and are absent of any behaviour or learning problems. The results suggest that the 
sample children with ADHD exhibited lower levels of self-esteem, academic and 
social functioning, and higher levels of depression compared to children without the 
disorder. This was significantly correlated with hyperactivity, conduct and learning 
problems which are characteristic of this population.
The present study emphasises the need for a multi-modal approach to treatment for 
children with ADHD, including measures to improve personal, emotional and social 
development rather than behaviour alone. The implications for child mental health 
services are discussed.
135
Research Section: Small Scale Research Project
1. INTRODUCTION
The present pilot study is designed to explore the relationship between behaviour, 
self-esteem and depression in a sample of children diagnosed with Attention Deficit 
Hyperactivity Disorder (ADHD) who were referred to a Child and Family 
Consultation Service. The study is a result of increased referrals of children with 
ADHD to the service with severe behavioural problems, which appear to have had a 
pervasive effect on their psychological well-being. It was anticipated that the findings 
of the study would be a first step towards establishing the treatment needs of children 
with ADHD referred to the service, as well as enabling the service to look at ways of 
improving the personal, emotional and social development of children with the 
disorder.
An eco-behavioural model of ADHD provides the theoretical framework for the 
study, emphasising the importance of the interactions and interrelationships that occur 
between an individual’s behaviour, physical and social context and internal state. 
This forms the basis of a model for the development of low self-esteem and 
depression in children with ADHD which is discussed. A brief overview of research 
findings related to the comorbidity of ADHD, low self-esteem and depression is 
presented. The conceptual and methodological issues concerning the study of 
children with ADHD are discussed and research questions outlined.
1.1 Literature review
1.1.1 Attention deficit hyperactivity disorder
Definition
ADHD is a heterogeneous disorder of unknown etiology. It usually affects school- 
aged children and is characterised by a core of symptoms that include inattention, 
hyperactivity and impulsivity, which interfere with many areas of normal 
development and functioning (Diagnostic and Statistical Manual of Mental Disorders, 
1994). It is frequently associated with specific learning difficulties and secondary
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problems, including disinhibition, unpopularity and conduct problems (Barclay,
1989). These have been shown to have a pervasive effect on academic and social 
performance, and self-esteem (Gresham, 1988; Parker and Asher, 1987; Weiss and 
Hechtman, 1986).
Prevalence
ADHD has been reported to be the single most common reason for referral to child 
mental health services (Barkley, 1981). Estimated prevalence rates in the child 
population vary between 0.5% to 1% (Taylor and Hemsley, 1995) and 3 to 5 % 
(Cantwell, 1996), depending on the population sampled and the diagnostic criteria 
used. It more commonly occurs in males, with reported sex-ratios varying between 
2.5 : 1 (Taylor, Heptinstall, Sonuga-Barke, Sandberg & Bowyer, 1992) to 10 : 1 
(Glow, 1981).
Management
Traditionally, treatment for ADHD has targeted the reduction of problem behaviours 
using psychostimulant medication, the most widely prescribed being methylphenidate 
(Ritalin), which results in immediate short-term benefits including improved 
concentration/attention and impulse control (Pelham, Bender, Caddell, Booth & 
Moorer, 1985). Tricyclic antidepressants have also been used as an alternative in 
children who are resistant to stimulants (DuPaul and Stoner, 1995). However, 
psychostimulants alone are not considered sufficient to produce long-term benefits in 
academic and social achievement and have therefore been combined with other forms 
of intervention such as behaviour modification (Hersher, 1985) and psychosocial 
interventions involving the family and school (Cantwell, 1989).
Long-term implications
Research indicates that ADHD in childhood may have long-term implications for 
adulthood. A study by Lambert (1988) indicated that 25% of adolescents and 20% of 
adults with a history of ADHD also had a history of antisocial behaviour, including 
social deviancy, relationship difficulties, aggressiveness and low self-esteem, 
suggesting a link between ADHD in childhood and later psychopathology. More
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recently, higher levels of comorbidity of ADHD with other disorders, including 
conduct, mood and anxiety disorders have been reported (Biederman, Newcom & 
Sprich, 1991), suggesting that ADHD may increase the risk of development of these 
disorders.
1.1.2 Comorbidity of ADHD with other disorders
Comorbidity with low self-esteem
Studies of self-esteem indicate that children with ADHD are more likely to perceive 
themselves as less popular and happy than children without ADHD (Rolf, 1976), and 
are more likely to be rejected by their peers and have lower levels of self-esteem 
(King and Young, 1982). This is considered to be the result of continual negative 
feedback and rejection that these children experience in their social environment 
(Pelham and Bender, 1982).
Many young children with ADHD are neglected, ignored, teased by their peers, and 
unfairly treated because of their reputation and the negativity that surrounds them. 
Garber, Garber and Spizman (1990) have found that this frequently results in either 
reduced social interaction or excessive interaction to gain positive attention, which 
has a negative effect on their relationships with others. A causal feedback loop 
between social perception, behaviour and environmental reaction has also been 
established in normal populations suggesting that a person’s self-concept/self-esteem 
is sustained by the approval of others (Slomkowski, Klein & Mannuzza, 1995).
No unifying theoretical framework exists however, that relates the associated 
characteristics of ADHD to poor peer relations. Although it is known that these 
children have difficulty attending to social cues and learning from experiences 
(Cousins and Weiss, 1993) which may limit their social learning development and 
may have a negative impact on their social relations, leading to lowered self-esteem.
In contrast to these findings, other studies have not found a relationship between low 
self-esteem and ADHD, suggesting that these children may also be prone to ‘positive
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illusory thinking’, despite failure in academic and social performance (Hoza, Pelham, 
Milich, Pillow & McBride, 1993).
Comorbidity with depression
The evidence for the existence of a relationship between major depression and 
ADHD/conduct disorder is substantial, particularly in boys matching the diagnostic 
criteria for both disorders (Kovacs, Paulauskas, Gatsonis & Richards, 1988; Jacobsen, 
Lahey, & Strauss, 1983; Puig-Antich, 1982; Leon, Kendall, & Garber, 1980). 
Reported rates of comorbidity of ADHD and mood disorders (major depression, 
dysthymia) in epidemiological and clinical studies of children and adolescents range 
from 15 to 75% (Biederman, Newcom, & Sprich, 1991); the presence of which is 
thought to increase the severity of ADHD, with children showing higher levels of 
hyperactivity and learning disorder than children with ADHD alone (Livingston, 
Dykman & Ackerman, 1990). However, higher rates of mood disorders in children 
with ADHD have not been reported by others (Gittelman, Mannuzza, Shenker et al., 
1985), which may suggest that a sub-category of children with ADHD are at higher 
risk for depression.
Jensen, Burke and Garfinkel (1988) have found that children with ADHD commonly 
report dysthymic symptoms including social withdrawal, guilt, weeping and depressed 
affect, and have linked to this to feelings of demoralisation following diagnosis. 
Others have suggested that depressed mood in this population is a consequence of 
lack of positive feedback from their environment which generates a sense of 
inefficiency, and leads to depression (Frick, Kamphaus, Lahey et al., 1991).
ADHD, self-esteem and depression
Given the findings outlined above, it is not surprising that associations between 
lowered self-esteem/poor self-concept (particularly in areas of academic status, 
behaviour and popularity) and depressive functioning in children with ADHD have 
been established (Lahey, Schaughency, Strauss & Frame, 1984). Moreover, links 
between previous history of hyperactivity and prolonged environmental failure, and 
depression in adolescence have also been proposed (Goldstein and Goldstein, 1992);
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which suggests to the author a possible causal relationship between failure 
experiences, low self-esteem and development of depression in children with ADHD, 
which has significant clinical implications for prevention, assessment and treatment in 
this population. The purpose of the present study is to explore the relationship 
between these factors within the context of behaviour-environment interrelationships.
1.1.3 Conceptual and methodological issues
The following considerations were taken into account to overcome some of the 
conceptual and methodological issues that may be encountered in ADHD research. 
First, inclusion criteria: children diagnosed with ADHD were the focus of the study 
given that they have a higher prevalence of co-occurring disorders including depression 
and low self-esteem (Lahey, Schaughency, Strauss & Frame, 1984) compared to children 
with Attention Deficit Disorder alone (diagnosis based on the absence of overactivity) 
(DSM-IV, 1994). Moreover, the study was restricted to: 1) boys, as gender differences 
have been found to exist in presenting symptomatology and co-occurring disorders in this 
population (Biederman, Milberger, Farone, Kiely et a l, 1995); 2) children absent of any 
emotional or psychotic disorder, neurological, physical or sensory handicap, which 
may confound the results; 3) children with identified adjustment or familial problems, 
taking into account family-environment risk factors associated with ADHD 
(Biederman et al, 1995); and 4) children aged 8-12 years with an estimated IQ of 85 
or above or, to control for developmental differences and factors of adolescence 
which may affect behaviour, and levels of self-esteem and depression. Self-esteem in 
middle-childhood is considered to be relatively intact (Hoza, Pelham, Milich, Pillow 
& McBride, 1993).
Second, it was decided to use a multi-informant approach (involving child, parent and 
teacher) to increase the reliability of results rather than using teacher ratings alone, as 
in other studies, which may bias the results. Third, it was decided to use an 
integrative conceptual framework to account for the multi-faceted nature of ADHD, as 
many of the models of ADHD available (Matson, 1993) tend to be based on a single- 
causal factor which appears to be too narrow to offer explanation for this.
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1.2 Theoretical framework for the study
An eco-behavioural model of ADHD (Barker, 1968; Schroeder, 1990) provides the 
theoretical framework for the study, emphasising the multi-faceted nature of the 
disorder and the importance of the interrelationships that occur between an 
individual’s behaviour, physical and social contexts, and internal state. The model 
proposes that the behavioural problems associated with ADHD are a result of a 
number of interacting variables, including genetic, biological, environmental and 
individually mediated variables (including self-perception and attributional style) 
which require comprehensive assessment and intervention.
The present study considers environment-behaviour interactions to be a significant 
factor in the pathogenesis and maintenance of low self-esteem and depression in 
children with ADHD. A model for the development of low self-esteem (-1 S.E) and 
depression in children with ADHD (Fig. 1) was adapted by the author from the work 
of Fee and Matson (1993) to account for the empirical and clinical findings previously 
outlined in the literature review and to provide a methodology for exploring the 
relationship between behaviour, low self-esteem and depression in this population. 
The model is founded on behaviouristic (Lazurus, 1968; Rehm, Fuchs, Roth, 
Komblith & Romano, 1978) and self-esteem theories of depression (Brown and 
Harris, 1978; Kuiper and Olinger, 1986) and emphasises the continual and reciprocal 
interrelationships that are thought to occur between environment and behaviour 
(Barker, 1968).
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# S .EADHD DepressionAcademic failure
Social failure /  
interpersonal problems
Negative feedback 
Rejection 
Unfair treatment
Figure. 1. A developmental model for low self-esteem and depression in children 
with ADHD
The model proposes that low self-esteem (resulting from environmental failure) is a 
diathesis for depressive symptomatology in children with ADHD, with high self­
esteem acting as a buffer against depressive symptomatology. This draws on the 
principles of Kuiper and Olinger’s (1986) self-worth contingency model of depression 
in normal populations and is supported by behaviouristic studies of depression which 
suggest links between negative feedback or lack of positive reinforcement, poor 
interpersonal functioning and depressive reaction (Rehm, Fuchs, Roth, Komblith & 
Romano, 1978).
The foregoing offers an explanation for the presentation of low self-esteem and 
depression in children with ADHD who often encounter reduced social and academic 
reinforcement as a result of the behavioural problems associated with their disorder. 
Moreover, the model suggests that low self-esteem and depression in children with 
ADHD may perpetuate their difficulties.
The author acknowledges that the number of other theories of adult depression may 
account for depressive functioning in these children, in addition to other biological, 
environmental and psychosocial factors including stimulant side-effects (Fee and 
Matson, 1993), family dynamics (Edwards, Schulz & Long, 1995) and genetic factors
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(Biederman, Munir & Knee, 1987). These factors have not been examined in the 
present study, nor the cause-effect relationship proposed by the model.
1.3 Research questions
Given that there may be a link between disruptive behaviour, low-self esteem and 
depression in children with ADHD, it was decided:
1) to investigate whether children referred to a child and family consultation service 
diagnosed with ADHD manifest low-self esteem and depression compared to a 
normal population of children; and
2) to explore whether low self-esteem and depression in children with ADHD is 
associated with reduced academic and social functioning.
It is anticipated that the findings of the study will have important implications for 
service development for children with ADHD.
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2. METHOD
2.1 Participants
The present study involved two groups of participants: 13 boys diagnosed with 
ADHD using objective standards and 19 boys without ADHD, who served as a 
comparison group (CO). The boys ranged in age from 8-12 years; the mean ages of 
the two groups were 10.45 (SD=1.27) and 10.40 (SD=1.43), respectively. The ADHD 
group was identified from clinical referrals to a child and family consultation service, 
once approval had been granted from the regional ethics committee (Appendix a) and 
clinicians involved in their care (Appendix b). The comparison group was selected 
from children attending local Junior and Senior schools once permission had been 
granted from the Area Education Officer, Regional Educational Psychologist and 
Head teacher (Appendix c).
All of the children selected for the study verbally agreed to participate, had written 
consent from their parents, following information about the study (Appendix d), and 
met the inclusion criteria outlined earlier. This was established in the ADHD group 
primarily through medical history, and in the comparison group at data selection from 
parental questionnaires that were completed (Appendix e). Once selected the children 
were identified by a number to provide anonymity.
2.2 Measures and procedures
A battery of measures was used based on parent and teacher ratings of behaviour and 
self-report measures of self-esteem and depression. These were sent out to the 
participants and returned once completed in stamped-addressed envelopes which were 
provided. At the end of the study, parents and schools were thanked by a letter 
(Appendix k), children received a certificate (Appendix 1), and schools that 
participated received a £10 gift voucher. In addition, the findings and clinical 
implications of the study were presented to the service and a full copy of the research 
report was made available for further examination.
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Parent and teacher ratings
Parents and teachers rated each child’s behaviour on the Conners Parent (CPRS - 48) 
and Teacher (CTRS - 28) Rating Scales (Conners, 1973, 1978) (Appendix f). Both 
scales evaluate presenting behavioural problems and have been widely used for 
clinical and research applications with children with ADHD, and have undergone 
numerous reliability and validity studies (Conners, 1989). The CPRS-48 includes 
scales for conduct and learning problems, psychosomatic, impulsive-hyperactive, 
inattention and anxiety problems; listing core symptoms of ADHD. The CTRS-28 
includes scales for conduct problems, hyperactivity and inattention. Both scales 
include a hyperactivity index sensitive to drug effects, and are considered to be 
functionally equivalent and are based on the same normative data.
In addition, parents completed a background information sheet (parental 
questionnaire) for each child outlining family background, medical history and 
previous and current specialist care; and teachers rated each child on an educational 
information sheet (Appendix j) comprising a 4/5 point Likert scale of academic and 
social attainment and self-esteem. The latter was included as a means to overcoming 
some of the limitations of child self-report information such as the willingness to 
admit negative things about themselves (Glaser, 1967).
Child self-report measures
Children in both groups completed the Piers-Harris Children’s Self-Concept Scale - 
PHSCS (Piers and Harris, 1984) and the Children’s Depression Inventory (CDI) 
(Kovacs, 1982). The PHSCS (Appendix g) is an 80-item self-report scale for children 
aged 8-18 years listing domains of self-concept including behaviour, academic 
performance, physical appearance, anxiety, popularity and happiness. This measure 
was chosen as it has previously been used in studies with hyperactive children to 
investigate the relationship between self-concept and behaviour (Rolf, 1976; Piers, 
1972) and has been shown to have good reliability (Shavelson and Bolus, 1982).
The CDI (Appendix h) is a 27-item scale for children aged 7-17 years, quantifying 
behavioural, affective, cognitive and somatic symptoms. It is modelled after the Beck
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Depression Inventory (Beck, Ward, Mendelson et al, 1961) and is reported as the 
most commonly cited and researched self-report measure of childhood depression 
(Saylor, Finch, Spirito and Bennett, 1984). A number of studies demonstrate its 
power to discriminate between clinically referred and non-referred children (Friedman 
and Butler, 1979; Saylor, Finch, Spirito & Bennett, 1984).
2.3 Statistical Analyses
Parametric and non-parametric statistical tests were applied to the data. Non- 
parametric methods were used when the distribution of scores could not be 
definitively determined due to small numbers of participants.
Parametric tests
Interval data were analysed with: 1) two-tailed t-tests to determine differences 
between the mean scores on the questionnaires of the clinical and comparison group; 
and 2) Pearson’s product moment correlation coefficients to determine the strength 
and direction of bivariate relationships in the clinical group between behaviour, self­
esteem and depression.
Non-parametric tests
Ordinal data were analysed with: 1) Mann-Whitney U tests to determine differences 
between ratings on academic and social attainment of the clinical and comparison 
group; and 2) Spearman’s rho correlation coefficients to determine the strength and 
direction of bivariate relationships in the clinical group between behaviour, self­
esteem, depression, and academic and social attainment.
All of the statistical functions were performed using SPSS for Windows software. 
The threshold for statistical significance was set at .05. .P-values are stated at p < 
0.05, p < 0.01 and p < 0.001.
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3. RESULTS
3.1 Descriptive information
Characteristics
Results for the descriptive information obtained from the parental questionnaires of 
both groups are shown in Table I. No significant difference was found between the 
two groups for mean age (t = .10, df = 30, p > 0.05) and none of the children from the 
CO group had received specialist care for any mental or chronic physical health 
difficulties. 77% of the ADHD group had received previous specialist input for 
ADHD-related problems (inattention and disruptive behaviour) and the majority were 
currently being treated. 54% of these children were being prescribed stimulants 
(Ritalin and Dexadrine) as part of their treatment programme. It was not possible to 
perform chi-square analysis to determine the significance of frequency differences 
between the two groups as the data did not satisfy the criteria of validity for this test 
(Bryman and Cramer, 1990).
Table I - Frequency of descriptive information for the ADHD and CO group
Frequency (Percentage of group)
Descriptives ADHD (n=13) CO (n=19)
Mean age (SD) 10.45 (1.27) 10.40(1.43)
Family Status 
Intact
Divorced or separated
11(85%) 
2 (15%)
19 (100%)
Previous specialist care 
ADHD related 
None
10 (77%) 
3 (23%) 19 (100%)
Current specialist care 
ADHD related 
None
9 (69%)
4(31%) 19 (100%)
Prescribed medication 7 (54%) 0 (100%)
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Academic and social attainment
Differences in ratings on the educational information sheets between the ADHD 
group and CO group were evaluated using Mann-Whitney tests and are shown in 
Table II. The results demonstrate significant differences between the two groups in 
the mean ranking of their academic attainment (z = -3.47, p < 0.001), peer (z = -2.29, 
p < 0.05) and adult (z = -2.60, p  < 0.01) relations, approach to learning (z = -3.5, p <
0.001), and opinion of self (z = -3.77, p < 0.001). The findings suggest that children 
with ADHD in this study have reduced academic and social functioning and lower 
self-opinions, compared to children without ADHD.
This finding was also supported by qualitative information provided by the sheets. A 
review of these showed that teachers were more likely to describe children with 
ADHD as:- having difficulty concentrating and having problems with 
learning/retaining information; demanding; lacking motivation; non-compliant; likely 
to “act the clown”; unable to make stable friendships; and more likely to be self- 
critical. In contrast, children in the CO group were described as:- conscientious; well- 
organised; co-operative; well-mannered; mature and responsible; able to make 
friends; and confident and cheerful.
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Table II - Academic and social attainment for ADHD and comparison group
Frequency (Percentage)
ADHD (13) CO (19) z  value ; p<
Academic attainment
at/above standard expected 
below standard expected
5 (38%) 
8 (62%)
18 (95%) 
1(5%)
(z = -3.47, p  < 0.001)
Social attainment
Peer relations 
good/excellent 
adequate/poor
4(31%) 
9 (69%)
13 (68%) 
6 (32%)
(z = -2.29, p < 0.05)
Adult relations 
good/excellent 
adequate/poor
6 (46%)
7 (54%)
17 (90%) 
2 (10%)
(z = -2.60, p  < 0.01)
Attitude and approach to 
learning 
good/excellent 
adequate/poor
2 (15%)
11 (85%)
17 (90%) 
2 (10%)
(z = -3.5, p  < 0.001)
Child's opinion o f self 
positive/very positive 
variable
somewhat negative/very 
negative
0(0%)
7 (54%) 
6 (46%)
19 (100%)
(z = -3.11, p  < 0.001)
3.2 Correlational Analyses
Between-group differences on the CPRS, CTRS, PHSCS and CDI were examined by 
means of two-tailed t-tests. For sets of comparisons the scores were converted to T- 
scores and the overall a  was held at 0.05 and below. Stanine scores were used to
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interpret the PHSCS subscale scores to allow for more valid discrimination (Piers and 
Harris, 1984).
3.2.1 Group differences
Behaviour
The results in Tables III and IV show that the ADHD group significantly differs from 
the CO group in all areas of problematic behaviour measured on the Conners Rating 
Scales, although more predominantly in areas of conduct and learning problems, and 
hyperactivity and impulsivity, consistent with the diagnostic evaluation of ADHD. All 
of the scores for the CO group fell within the normal range (lower than 70T) which is as 
expected.
Table III - Mean T-scores on the Conners’ Parent Rating Scales (CPRS - 48)
CPRS -48
Conners subscales ADHD
(n=13)
CO
(n=19)
t Value d f P<
Conduct problem 75.46 43.58 5.75 13.21 .0001
Learning problem 80.08 44.79 7.92 30 .0001
Psychosomatic 63.92 48.05 2.35 14.13 .05
Impulsive-hyperactive 67.92 46.26 5.11 15.21 .0001
Anxiety 64.54 49.74 2.68 14.29 .05
Hyperactivity index 77.77 44.00 6.74 13.22 .0001
Clinical significance: Normalised T-scores above 65 and above 70 for the CO group.
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Table IV - Mean T-scores on the Conners’ Teacher Rating Scales (CTRS -28)
CTRS -28
Conners subscales ADHD
(n=13)
CO
(n=19)
t Value d f P<
Conduct problem 72.00 44.89 6.83 12.98 .0001
Hyperactivity 62.15 42.68 4.77 13.46 .0001
Inattentive-passive 62.77 40.74 7.88 14.83 .0001
Hyperactivity index 67.23 41.79 6.97 13.15 .0001
Clinical significance: Normalised T-scores above 70.
Clinical findings
Interestingly, the CPRS-48 findings suggest that this population of children with 
ADHD have quite a severe degree of disorder, with clinically elevated scores (above 
65T) on the conduct, learning problem, hyperactivity and impulsivity scales, and high 
levels of psychosomatic and anxiety problems which almost reach the criteria for 
clinical significance. Moreover, the CTRS-28 results indicate a similar pattern of 
difficulties at school, with conduct problems reaching clinical significance (above 
70T). The degree of severity is surprising, given that 54% of the group are on 
psychostimulant medication for their difficulties.
Self-esteem
As shown in Table V, significant differences between the ADHD group and CO group 
were found in five out of the six subscales measuring areas of self-concept, all 
confirming that, compared to the CO group, the ADHD group had significantly lower 
self-rated self-esteem (t = -4.67, df =30, p < .0001). The total PHSCS score for the 
CO group indicates above average levels of self-esteem for this group of children 
compared to the normative population on which the scale was based.
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Table V - Mean stanine scores and total t-score on the Piers-Harris Self-Concept 
Scale (PHSCS)
PHSCS
PHSCS subscales ADHD
(n=13)
Stanine
scores
CO
(n=19)
Stanine
scores
t Value d f P<
Behaviour 3.31 7.21 -6.06 30 .0001
Academic status 4.08 6.68 -4.49 28.49 .0001
Physical appearance 5.39 5.26 .17 30 NS
Anxiety 4.00 7.16 -4.27 30 .0001
Popularity 3.62 5.42 -2.20 30 .05
Happiness and satisfaction 3.31 6.79 -5.02 16.77 .0001
PHSCS Total T-score (SD) 45.38 (9.1) 61.11 (9.58) -4.67 30 .0001
Clinical significance: A normalised total T-score below 40 and a stanine cluster score 
below 3.
Clinical findings
Despite the ADHD group demonstrating significantly lower levels of self-rated self­
esteem than the CO group, particularly in areas of behaviour, happiness and 
satisfaction and popularity, these levels did not reach the criteria for clinical 
significance, with the total PHSCS score for the group falling within the ‘average’ 
range (45T-55T).
Depression
As shown in Table VI, significant differences were found in the overall reported 
levels of depression between the ADHD group and CO group (t = 7.02, df = 15.15, p 
< .0001) and on all of the subscales of the CDI, particularly in relation to 
interpersonal problems (t = 5.30, df = 12.86, p < .0001), ineffectiveness (t = 6.94, df =
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16.27, p < .0001) and anhedonia (general lack of interest in the pleasures of life) (t = 
4.96, df = 13.42,/? < .0001).
Table VI - Mean T-scores and (standard deviations) on the Children’s 
Depression Inventory (CDI)
CDI
CDI subscales ADHD
(n=13)
CO
(n=19)
t Value d f P<
Negative mood 56.46 43.31 4.07 15.99 .001
Interpersonal problems 57.23 42.79 5.30 12.86 .0001
Ineffectiveness 60.77 42.37 6.94 16.27 .0001
Anhedonia 57.69 40.89 4.96 13.42 .0001
Negative self-esteem 54.39 44.90 2.96 18.99 .01
CDI Total score (SD) 59.69 (9.4) 40.21 (4.1) 7.02 15.15 .0001
Clinical significance: N 
(CO).
ormalised T-scores above 65 (ADHD group) and above 70
Clinical findings
Despite the ADHD group demonstrating significantly higher levels of depression than 
the CO group, these levels did not reach the criteria for clinical significance (above 
65T), with the total CDI score for the group falling within the ‘slightly above average 
range’ (56T-60T).
3.2.2 Relationship between behaviour, self-esteem and depression in children 
with ADHD
Pearsons correlations were calculated to determine the relationship between behaviour 
and self-esteem, and depression.
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Behaviour and self-esteem
As shown in Table VII, self-esteem/self-concept in children with ADHD was 
significantly correlated with the following behavioural problems on the CPRS-48: 
learning problems (r = -.80, p  < .001), conduct problems (r = .73, p < 0.01), anxiety 
(r = -.62, p < .05), and impulsivity-hyperactivity (r = -.61, p < .05), and was strongly 
correlated with the hyperactivity index (r = -.80, p < .001). Moreover, significant 
correlations were also demonstrated between each of these areas and specific areas of 
low self-concept. These are outlined below Table VU
Table VII - Correlations between ADHD symptoms (parent-rated) and areas of 
self-esteem
Areas of self-esteem
ADHD symptoms Behaviour Academic
status
Anxiety Popularity Total self­
esteem
Conduct problems - .77 ** NS - .58* - .5 6 * - .73 **
Learning problems -.71.** - .67* - .56* - .74 ** -.80***
Impulsive-hyperactive - .67* - .57* NS NS -.61 *
Anxiety NS NS NS -.6 7 * - .62*
Hyperactive index - .83 *** - .56* - .62* -.5 9 * - .80 ***
* p< 0.05 ; ** p< 0.01 ; *** p< 0.001 
Learning and conduct problems
Learning and conduct problems indicated by the CPRS-48 were significantly 
correlated with low self-concepts of behaviour (r = -.71, p < .01) (r = -.77, p < .01) 
and popularity (r = -.74, p  < .01) (r = -.56, p < .05); and anxiety (r = -.56, p < .05) (r
= -.58, p < .05). In addition, learning problems were significantly correlated with low
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self-concept associated with academic status (r = -.67, p < .05). These findings 
suggest that children with ADHD are aware of their difficulties and the personal 
impact they have, which may perpetuate low levels of self-esteem.
Anxiety problems
Anxiety problems indicated by the CPRS-48 were significantly correlated with low 
self-concepts of popularity (r = -.67, p < .05). It is possible that observed anxiety 
ratings may be pertaining to items of ‘social worry’, which might suggest that anxiety 
may play a role in preventing these children from initiating appropriate peer 
interactions, leading to feelings of unpopularity. It is interesting to note, that there 
appeared to be some correlation between anxiety on the CPRS-48 and PHSCS 
suggesting that they were measuring the same concept, but it fell short of significance 
(r = -.47, p > .09).
Impulsivity-hyperactivity
The impulsivity-hyperactivity subscale of the CPRS-48 was significantly correlated 
with low self-concepts of behaviour (r = -.67, p < .05) and academic status (r = -.57, 
p < .05). Furthermore, the hyperactive index was significantly correlated with low 
self-concepts of behaviour (r = -.83, p < .001), popularity (r = -.59, p < .05), 
academic status (r = -.56, p  < .05) and anxiety (r = -.62, p  < .05). These findings 
also support a notion about the self-awareness of these children which may impact on 
their levels of self-esteem.
No significant correlations were demonstrated between low self-esteem and 
psychosomatic problems on the CPRS-48. Interestingly, no significant correlations 
were demonstrated between self-esteem and areas of behaviour rated on the CTRS-28. 
This might be a function of the difference in numbers of items on the CPRS-48 and 
CTRS-28, with more items on the CPRS-48 referring to self-esteem issues.
155
Research Section: Small Scale Research Project
Behaviour and depression
Anhedonia (a general lack of interest in the pleasures of life) was the only area of 
depressive symptomatology measured by the CDI that significantly correlated with 
certain behavioural problems rated by the CPRS-48. As shown in Table VIII, 
anhedonia demonstrated significant correlations with anxiety (r = .72, p < .01), 
conduct problems (r = .65, p < .05) and the hyperactivity index (r = .59, p  < .05).
An association between psychosomatic problems and anhedonia (r = .51, p > .07), 
and the hyperactivity index and the interpersonal problems subscale of the CDI (r = 
.51, p > .07) was suggested in the results although they were not significant. 
Interestingly, no significant correlations were found between the CDI and CTRS-28; 
this again may be a reflection of a shortfall in items compared to the CPRS-48 which 
measure similar concepts to depressive symptomatology.
Table VIII - Correlations between ADHD symptoms (parent-rated) and 
depressive symptomatology
ADHD symptoms Anhedonia
Conduct disorder . 65*
Anxiety . 72 **
Hyperactivity index .5 9*
* p< 0.05 ; **/?< 0.01
Relationship between self-esteem and depression in children with ADHD  
An association between low self-esteem and depression was suggested in the results (r 
= -.48, p > 0.09), measured by total scores on the PHSCS and CDI, but was not 
significant in this sample.
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3.2.3 Relationship between behaviour, self-esteem and depression and social and 
academic attainment in children with ADHD
Spearman correlations were calculated to determine relationships between behaviour, 
self-esteem, depression, and academic and social attainment (rated according to 
quality of peer and adult relations) indicated by the educational information sheets.
Social attainment
As shown in Table IX, significant correlations were demonstrated between the 
following areas: a) learning problems and poor peer relations (r = .61, p < .05), and 
hyperactivity and poor adult relations (r -  .61, p < .05); b) low self-concept specific 
to academic status and poor peer (r = .71, p < .01) and adult relations (r = .64, p < 
.05); and c) feelings of ineffectiveness and poor adult relations (r = .56, p < .05).
The findings suggest that learning problems and hyperactivity in children with ADHD 
have an adverse effect on social relationships. This is not surprising, given that the 
literature suggests that children with ADHD have difficulty picking up and learning 
from social cues and experiences, which limits their social development (Cousins and 
Weiss, 1993). This finding is also consistent with the relationship that was found 
between learning problems and low self-concept related to popularity in children with 
ADHD, in section 2.1. Moreover, hyperactivity may lead to greater overall rates of 
negative child-teacher interactions which would explain the correlations found 
between poor adult relations and i) hyperactivity, ii) feelings of ineffectiveness and 
iii) low self-concept related to academic status in this population.
An association between low self-concept related to happiness and satisfaction and 
adult relations was also indicated but this fell short of significance (r = -.54, p > .56).
Academic attainment
An association between approach to learning (indicated by the ratings on the 
educational sheet) and conduct disorder (r = .52, p > .07) and hyperactivity (r = .52, p 
> 0.07) on the CTRS-48 was indicated in the results but both fell short of significance.
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Table IX - Correlation between areas of behaviour, self-esteem, depression, and 
academic and social attainment
Academic and social attainment
Peer relations Adult relations
Learning problems (CPRS-48) .61 * NS
Hyperactivity (CTRS-28) NS .61 *
Academic status (PHSCS) -.71 ** - .64*
Ineffectiveness (CDI) NS .56*
*/?< 0.05 ; ** p< 0.01
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4. DISCUSSION
The present study aims to explore the following research questions:
1. Do children with ADHD manifest low self-esteem and depression compared to 
normal children
2. Is low self-esteem and depression in children with ADHD associated with reduced 
academic and social functioning
Given below is a summary of the findings relating to these questions.
4.1 Low self-esteem and depression in children with ADHD
The results indicated that the sample of children with ADHD had significantly lower 
levels of self-esteem and higher levels of depressive symptomatology than the sample of 
children without ADHD, although these levels did not reach the criteria for clinical 
significance. These findings are consistent with other studies mentioned earlier (Weiss 
and Hechtman, 1986; Biederman et a l, 1991). Moreover, the results show 1) specific 
areas of self-concept that are most affected in the sample of children with ADHD, 
namely, areas related to behaviour, happiness and satisfaction, and popularity, which is 
similar to findings by Lahey et. al (1984) who also used the PHSCS; and 2) specific 
areas of depressive symptomatology that are more prominent in the sample, namely, in 
areas related to interpersonal problems, feelings of ineffectiveness and anhedonia. 
However, a significant relationship between low self-esteem and depression was not 
demonstrated here, although the results showed a degree of correlation that suggests a 
possible relationship between the two. One might expect a relationship given that 
literature reports them to be clinically and theoretically related; a larger sample of 
children may have shown this.
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4.1.1 Relationship between behaviour and low self-esteem and depression in 
children with ADHD
Pearson correlations indicated significant relationships between lower levels of self­
esteem and hyperactivity, conduct and learning problems; and higher levels of depressive 
symptomatology (anhedonia) and hyperactivity, conduct problems and anxiety. These 
findings are in agreement with previous investigations which have reported links between 
low self-esteem and continual negative feedback and rejection (in this case, as a possible 
consequence of hyperactivity, conduct and learning problems) (Pelham and Bender, 
1982). Moreover, they support findings that have commonly associated depressive 
symptomatology with disruptive behaviour, including conduct disorder and hyperactivity 
(Grizenko and Pawliuk, 1994). According to the work of Cytryn and McKnew (1974) on 
“masked depression”, it is plausible to suggest that conduct problems in this group of 
children may be an expression (manifestation) of a general lack of interest in life, which 
would provide an explanation for the correlation found between this area and anhedonia. 
If this were the case, it would offer a new conceptual understanding of conduct problems 
in children with ADHD.
A degree of correlation was also indicated between i) problems of hyperactivity on the 
CPRS-48 and areas of interpersonal problems measured by the CDI and ii) 
psychosomatic problems on the CPRS-48 and anhedonia, but they were not significant. 
This may have been demonstrated in a larger sample of children, supporting findings 
Rehm et. al (1978) which report links between negative feedback (in this case, possibly 
as a consequence of hyperactive behaviour), poor interpersonal functioning and 
depressive reaction. A larger sample may also have highlighted a relationship between 
psychosomatic problems and depressive symptomatology in this population, suggesting 
perhaps that psychosomatic problems in this group are secondary to depression as 
Kenyon (1964) has reported. This would have important implications for the 
identification and treatment of such problems in children with ADHD.
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4.2 Relationship between behaviour, self-esteem and depression, and 
academic and social functioning in children with ADHD
The results indicated that the sample of children with ADHD differed significantly from 
the sample of children without ADHD on ratings of academic and social attainment. 
Further analysis of the relationship between behaviour and academic and social 
functioning in the sample demonstrated an association between hyperactivity and 
conduct disorder and poor approach to learning, but it was not significant. However, 
hyperactivity and learning problems were shown to have an adverse effect on social 
relationships with adults and peers, which were subsequently correlated with feelings of 
ineffectiveness and low self-concept of academic status. These findings are in agreement 
with Fiick et a l (1991) who suggest that depressed mood in children with ADHD is a 
consequence of lack of positive feedback from the environment, which generates a sense 
of ineffectiveness; and Gresham (1988) and Parker and Asher (1987) who have also 
reported the pervasive effect of symptoms of ADHD on academic and social 
performance.
4.2.1 Model for the development of low self-esteem and depression in children 
with ADHD
The present findings offer some support to the model of development of low self-esteem 
and depression in children with ADHD presented herein (Fig. 1). Accordingly, the 
findings suggest that the predominant symptoms of ADHD in the sample of children 
studied, namely, hyperactivity, conduct disorder and learning disorder, have a significant 
effect on social relationships (and too some degree approach to learning), areas of self­
esteem and depressive symptomatology (anhedonia). Although the causal relationship 
between these factors could not be examined due to the limited size of the sample. No 
significant relationship was specifically found however, between self-ratings of low self­
esteem and depression in this population, despite the fact that a possible association was 
indicated. Other studies have reported similar findings in children with ADHD in middle 
childhood, who have shown a tendency to report positive self-concepts, despite academic 
and social failure, and have suggested that these children may be prone to positive
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illusory bias or unrealistic perceptions of their functioning (Slomkowski, Klein & 
Mannuzza, 1995; Hoza et al, 1993). An element of this may account for the lower than 
expected results found in this study.
The results from the CPRS-48 demonstrated that the group of children with ADHD had 
clinically elevated levels of conduct disorder, learning problems, hyperactivity and 
impulsivity, and high levels of psychosomatic and anxiety symptoms. A similar picture 
was also demonstrated on the CTRS-28. Given the findings reported earlier by 
Livingston et a l (1990), it is possible that the degree of severity of the disorder is a 
consequence of this group having co-occurring emotional difficulties, demonstrated on 
the PHSCS and CDI, although they do not reach the criteria for clinical significance. The 
presence of which is thought to increase the severity of ADHD, with children showing 
higher levels of hyperactivity and learning disorder than children with ADHD alone. 
This would point to a causal feedback loop between symptoms of depression and 
ADHD as shown in the model in Figure. 1.
However, it is also important to note that the diagnosis of ADHD in this group may be 
an artefact of overlapping Conduct Disorder, which would need further investigation. 
Similarly, the depressive symptomatology exhibited may also be an artefact of the side- 
effects known to psychostimulant medication. This may be likely, as 54% of the group 
of children with ADHD were taking Ritalin or Dexadrine for their problems, whose 
side-effects include increased social withdrawal, dulled affect and mild to moderate 
depression (Maxmen, 1991).
4.3 Methodological limitations of the study
Some of the methodological limitations of the study have previously been noted, 
foremost, the small sample size which reduced the power of the study to detect casual 
relationships between the factors studied and may have resulted in the weak associations 
that were demonstrated. Additionally, the sample size precluded the examination of 
within-group differences which may have indicated different patterns of behavioural,
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academic and social problems according to age, presenting ADHD symptomatology, 
length of time since diagnosis, use of medication, and current psychological input. 
Furthermore, the findings of this study can not be generalised as the clinical sample is not 
representative of the population of children with ADHD. The sample is biased to 
Caucasian boys aged 8-12 years and to those referred to services with more severe 
problems, particularly co-occurring conduct problems. It was not possible to screen for 
this for inclusion in the study as there were too fewer numbers of children available.
4.4 Theoretical and clinical implications of the study
The results support the validity of an eco-behavioural model of ADHD, which proposes 
that the behavioural problems associated with the disorder are a result of a number of 
interacting variables (Barker, 1968; Schroeder, 1990). According to this model, the study 
has placed particular emphasis on the interrelationships that occur between behaviour, 
physical and social contexts, and internal state in children with ADHD. Significant 
relationships have been demonstrated between specific symptoms of ADHD and areas 
of low self-esteem and depression, which has important implications for clinical 
intervention with this population. It is plausible to suggest that distinct subtypes of 
children with ADHD may exist according to the presence or absence of low-self and/or 
depression. Further investigation is necessary to determine the nature of this association, 
as it may have different risk factors and clinical course to ADHD alone.
4.4.1 Service implications
Given that a number of interrelationships were demonstrated in the study between 
disruptive behaviour, low self-esteem, depressive symptomatology, and poor academic 
and social functioning, it appears essential that a multi-modal approach to assessment and 
treatment of these children is utilised by child mental health services. This might entail 
comprehensive evaluation of the child to assess the history of the disorder, the child’s 
emotional state and awareness of difficulties, academic and social achievements, and 
interaction with their environment both at home and at school in order to assess the 
short-term casual relationships that may effect their self-esteem.
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Important therapeutic goals might include measures to improve personal, emotional, 
social and academic development rather than behaviour alone. Treatment components 
might be designed primarily to address problems of self-esteem (as this may be 
damaged by the presence of ADHD symptoms) and depression, or to help the child 
develop broader interpersonal skills that will enable him or her to adapt socially within 
their environment. Many of the children that participated in the study reported concerns 
about the way they were perceived by others on the measures they rated. The majority of 
the children described themselves as different to other children, sad and unpopular, and 
frequently getting into trouble. The CDI also indicated these children experienced 
feelings of anhedonia (general lack of interest in life). This may result in a weakened 
capacity to provide positive emotional experiences for themselves which would serve to 
sustain low self-esteem and depression as indicated in a study by Rehm et al. (1978). 
More attention may therefore need to be given to the personality structure of children 
with ADHD to help them, and us as professionals, understand why they behave the way 
they do and the impact it has on the way they feel about themselves. This may help to 
improve their functioning in a number of areas of life and consequently their quality of 
life.
Moreover, self-management and coping models could be applied to group treatment of 
children with ADHD, involving self-reward and self-talk to improve self-esteem, and 
self-control and problem-solving strategies to improve behaviour; consistent with the 
theory and practice of cognitive-behavioural therapy.
Literature indicates that the children with ADHD in this study may go on to experience 
low self-esteem and depression during adolescence, further affecting their academic and 
social performance and perhaps leading to concurrent mental disorders later on in life. 
As the measurements for this study were taken at a single point in time, it will be 
important for future research to examine over time, the impact for this group of ADHD 
on self-esteem and levels of depression.
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Behavioural problems appear to be the most common reasons for referral to child 
mental health services compared to emotional problems, a finding also reported by 
Carlson and Cantwell (1980), which leads the author to question whether emotional 
disorders are being detected in children referred to services with ADHD. It is possible 
that emotional problems may be contributing to a large number of behavioural 
difficulties that these children are experiencing but remain overshadowed and 
therefore undetected.
4.5 Conclusion
This study has taken an initial step in exploring the relationship between behaviour, 
low self-esteem and depression in children with ADHD. The findings indicate these 
children are at greater risk for a variety of behavioural, social and emotional problems 
than children without ADHD. Moreover, they suggest that there is more to be gained 
from combining theories and investigating the interrelationships of multiple factors in 
ADHD, than can be gained from narrow single-factor studies. The empirical 
interrelations suggested earlier, need to be investigated further as a means to predicting 
the emergence of emotional disorders in children with ADHD. This could provide a 
common method of identifying self-esteem issues and depressive symptomatology in this 
population and might help systemise treatment. As demonstrated by the study, an eco- 
behavioural model of ADHD has a valid role in providing a comprehensive framework 
for exploring interrelations of this sort.
The model of the development of low self-esteem and depression in children with ADHD 
which was constructed for this study points to an etiological chain. With further 
refinement, this may provide a model for clinical intervention, with each link suggesting 
areas for intervention, particularly in relation to the identification and treatment of low 
self-esteem and depression in this population. If unrecognised, the combination of 
comorbid symptoms and ADHD may lead to higher morbidity and disability for these 
children, reduced quality of life and poor long-term prognosis.
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SOUTH WEST SURREY LOCAL RESEARCH ETHICS COMMITTEE
Postgraduate Medical Centre,
The Royal Surrey County Hospital, Egerton Road,
Guildford, Surrey. GÜ2 5XX 
Tel: 01483 571122 ext. 4381 Fax: 01483 303691
Our Ref: EC54/97 
16,h June 1997
Ms. A. Parker
Clinical Psychologist in Training 
Department of Psychology 
University of Surrey
Dear Ms. Parker,
Re: An investigation into the relationship between behavioural, affective and cognitive- 
motivational factors in children with Attention Deficit Hyperactivity Disorder
Thank you for your letter dated 3rd June with revised parental consent form. I am pleased to 
confirm that Chairman's Action taken to approve the above study was ratified at the meeting 
of the Ethics Committee on 10th June 1997.
Should the start of the study be delayed by more than one year from the date of approval you 
should resubmit the protocol to the Committee.
Please inform the Committee of any adverse effects to the subjects which may be related to 
taking part in the study.
Finally, the Committee request that you provide a final report of your study or a copy of any 
published paper.
Yours sincerely,
Chairman: Dr. J. W. Wright Secretary: Mrs. G. A. Russell
Dr. J. W. Wright 
Chairman, Ethics Committee
ApPtâOix 8
INFORMATION SHEET FOR PROFESSIONALS
Dear
Re: (List of relevant clients)
I am currently engaged in a study investigating whether there is a relationship between depression, 
low self-esteem and behaviour in children diagnosed as having Attention Deficit Hyperactivity 
Disorder (ADHD). This study is being carried out in conjunction with the Child & Family 
Consultation Service and is aimed at enabling the service to look at ways of improving the personal, 
emotional and social development of children referred to it with ADHD.
We are interested in gathering information about children aged 8-12 years who have been 
diagnosed as having Attention deficit hyperactivity disorder (ADHD) and are attending the Service. 
I am pleased to inform you that the parents' of the above-named child/children with whom you are 
involved have agreed for them to take part in this study. If you have any objections concerning 
their participation would you please inform me as soon as possible.
Their names will not be used in any write up of the study and confidentiality of any material is 
assured.
Yours sincerely
Abi Parker
Clinical Psychologist in Training
(Under the clinical supervision of Susan Knight, Clinical Psychologist).
/WcHxxx C (D
INFORMATION LETTER TO SCHOOLS
Dear
Re: A school-based small-scale research study
I am currently engaged in a study investigating whether there is a relationship between 
depression, low self-esteem and behaviour in children diagnosed as having Attention Deficit 
Hyperactivity Disorder (ADHD). This study has been approved by the Local Regional 
Ethics Committee and is being carried out in conjunction with the Child & Family 
Consultation Service in Famham It is aimed at enabling the service to look at ways of 
improving the personal, emotional and social development of children with ADHD who are 
referred to it.
As part of this study, we are interested in gathering information from a sample of school 
children aged 8-12 years who have not been diagnosed as having ADHD, have no history 
of mental health problems and are absent of any behaviour or learning problems. We hope 
that this will provide us with ‘normative’ data with which to compare our clinical findings. 
It has been suggested that I contact your school to seek help with this research following 
discussion with both Mr Dickinson, Area Education Officer and Kate Ripley, North 
Hampshire Educational Psychologist, who are in full support of this study.
We would be very grateful if your would agree for a sample o f  children from your
school to take part in this study. It would involve randomly selecting boys aged 8, 9,
10, and 11 years who fulfill the above criteria and asking them, their parents and class 
teacher to complete two brief questionnaires evaluating behaviour, affect, and academic and 
social performance. These would be given to you to distribute to those selected and would 
include instructions, information and consent letters for parents. Each child will have an 
identifying number to provide anonymity, and confidentiality of any material is assured.
We are hoping to gather this information before the end of the school term, which will 
clearly involve frill commitment from your school. Given the degree of short notice, I
would very happy to come to the school and assist you in selecting the sample and 
distributing and collecting the questionnaires.
I should be grateful of your support with this research and ask that you complete the 
consent form attached and return it in the stamped-addressed envelope provided, if you 
agree to pupils from your school taking part in the study.
I shall contact you shortly to discuss this further and to answer any queries that you may 
have.
Yours sincerely
Abi Parker
Clinical Psychologist in Training
(Under the clinical supervision of Susan Knight, Clinical Psychologist).
INFORMATION LETTER TO SCHOOLS (Senior)
Dear
Re: A school-based small-scale research study
I am currently engaged in a study investigating whether there is a relationship between 
depression, low self-esteem and behaviour in children diagnosed as having Attention Deficit 
Hyperactivity Disorder (ADHD). This study has been approved by the Local Regional 
Ethics Committee and is being carried out in conjunction with the Child & Family 
Consultation Service in Famham It is aimed at enabling the service to look at ways of 
improving the personal, emotional and social development of children with ADHD who are 
referred to it.
As part of this study, we are interested in gathering information from a sample of school 
children aged 8-12 years who have not been diagnosed as having ADHD, have no history 
of mental health problems and are absent of any behaviour or learning problems. We hope 
that this will provide us with ‘normative’ data with which to compare our clinical findings. 
It has been suggested that I contact your school to seek help with this research following 
discussion with both Mr Dickinson, Area Education Officer and Kate Ripley, North 
Hampshire Educational Psychologist, who are in full support of this study.
We would be very grateful if your would agree for a sample of children from your school to
take part in this study. It would involve randomly selecting boys aged 12 years who
fulfill the above criteria and asking them, their parents and class teacher to complete two 
brief questionnaires evaluating behaviour, affect, and academic and social performance. 
These would be given to you to distribute to those selected and would include instructions, 
information and consent letters for parents. Each child will have an identifying number to 
provide anonymity, and confidentiality of any material is assured.
We are hoping to gather this information before the end of the school term, which will 
clearly involve full commitment from your school. Given the degree of short notice, I
would very happy to come to the school and assist you in selecting the sample and 
distributing and collecting the questionnaires.
I should be grateful of your support with this research and ask that you complete the 
consent form attached and return it in the stamped-addressed envelope provided, if you 
agree to pupils from your school taking part in the study.
I shall contact you shortly to discuss this further and to answer any queries that you may 
have.
Yours sincerely
Abi Parker
Clinical Psychologist in Training
(Under the clinical supervision of Susan Knight, Clinical Psychologist).
A rPfiM iy ©
SCHOOL CONSENT FORM
I ...............................................  Headteacher a t ............................................  hereby give consent
for pupils from this school to participate in the above research study, the nature and purpose of 
which I frilly understand. These will be randomly selected by staff and permission will be gained 
from their parents. I also agree to oversee the distribution and collection of the information 
required.
Signed  ............................................
Date ......................................
ÂPte^ cnx (2^  (f
INFORMATION SHEET
Dear Parent
We are interested in gathering information about children aged 8-12 years who have been diagnosed as 
having Attention deficit hyperactivity disorder (ADHD) and are attending the Child & Family Consultation 
Service. The research aims to investigate whether there is relationship between ADHD, depression and self­
esteem in this population. This will enable the service to look at ways of improving the personal, emotional 
and social development of children with ADHD.
Attention deficit hyperactivity disorder (ADHD) has been reported to be the single most common reason for 
referral to child mental health services. It is characterised by difficulty attending, remaining seated without 
fidgeting, awaiting turns, listening, following instructions, playing quietly and making and maintaining 
friendships. These h§ye been shown to have significant effects on a child’s academic and social performance. 
Furthermore, as a result of failure in academic and social experiences, these children often present with 
depression and low self-esteem.
Your child's participation in this study would be of great value. It would require you and your child 
filling in two questionnaires, along with their class teacher. These would be sent to you and you be 
asked to return them in a stamped-addressed envelope which would be provided.
Your child's name would not be used in any write up of the study and confidentiality of any material is 
assured. You may refuse for vour child to participate in this study without it adversely affecting their 
care or treatment in anv wav.
I should be grateful however, if you could fill in the consent form attached if you do not have any reservations 
about you child taking part. Please return this form to the service as soon as possible in the stamped- 
addressed envelope provided
Yours sincerely 
Abi Parker
Clinical Psychologist in Training
(Under the clinical supervision of Susan Knight, Clinical Psychologist).
PARENTAL CONSENT FORM
I ...................................    hereby give consent for my son/daughter
...................................... to participate in the above research study, the nature and purpose of
which I M y  understand. I also understand that I can contact the service if I require any further 
information.
Signed ................................................
Date
W W m v : L ) # )
SCHOOL RESEARCH STUDY
[This letter was compiled by the author on behalf of the Headteachers of the schools 
that participated in the study to send to parents informing them about the study]
Dear
Re: A school-based small-scale research study
The school has been approached by the Clinical Psychology department at Famham 
Child & Family Consultation Service to take part in a small scale research study which 
is being carried out in conjunction with the service.
They have a number of children who have been referred to the service diagnosed with 
Attention Deficit Hyperactivity Disorder (ADHD). These children frequently have a 
multitude of problems including difficulty attending, hyperactivity and impulsive 
behaviour, and often have a very low opinion of themselves. The service is concerned 
about the effect that this has on the child and are involved in a study comparing their 
children with ADHD with children who do not have this. This study has been 
approved by the Local Regional Ethics Committee and the Local Education Authority.
In order to do complete the study, the department has contacted mainstream schools 
and has asked permission from the Headteacher and parents for pupils from the school 
to take part in the study. The study involves selecting at random a number of children 
aged 8 to 12 years and asking them to complete two questionnaires which are 
measures of how people feel about themselves. In addition to this, the parents and 
classteacher of each child will be asked to complete a brief background information 
sheet and questionnaire evaluating behaviour, and academic and social performance. 
Each child will be given an identifying number once selected to protect their identity, 
and confidentiality of any material is assured. All of the questionnaires that are being 
used in the study have been employed in other worldwide research studies, and have 
been found to appropriate for children over the age of 7.
The data obtained from the school sample will provide the service with ‘normative’ 
data with which to compare their clinical findings, and will increase their understanding 
of the problems that children with ADHD have.
I have met with the Clinical Psychologist in Training, Abi Parker, who is conducting 
the study and do not have any reservations about pupils from this school taking part in 
the study. I would therefore be grateful if you would give permission for your child to 
be included in the study by completing the consent form attached and returning it to 
me as soon as possible.
The service are hoping to complete their study by the end of the school term which will 
involve full commitment from the school and parents.
Please do not hesitate to contact me if you require any further information.
Yours sincerely
Headteacher.
ApPenîw
ADHD Research Study
Dear
Thank you for agreeing to allow
1. Two questionnaires for ....
.... to take part in this study. Enclosed are: 
to complete which are measures of how
people feel about themselves. Your child may need some help completing these depending on 
their age.
2. Two forms for you to complete:
- a Background Information Sheet
- and a Parents’ Behaviour Rating Scale (CPRS - 48)
3 ., And two forms fo r........................ class teacher to complete:
- an Educational Information Sheet
- and a Teacher’s Behaviour Rating Scale (CTRS - 28).
I should be very grateful if you could arrange for these questionnaires to be completed and returned
b y  '........................ in the stamped-addressed envelope provided. It is anticipated that this
information will help us to improve the service offered to children diagnosed as having ADHD. 
Please do not hesitate to contact Susan Knight, Clinical Psychologist, if you require any further 
information.
Thank you very much for your time and co-operation.
Yours sincerely
Abi Parker
Clinical Psychologist in Training
(Under the clinical supervision of Susan Knight, Clinical Psychologist).
Child & Family Consultation Service. Famham Health Centre.
BACKGROUND INFORMATION SHKF.T
Thank you for agreeing to complete the following questionnaire. Firstly, we would like to know a 
little bit about your son/daughter and so it would be helpful if you could answer the following 
questions.
Identification number: ...................
Date o f birth:   Sex:........................
Parents/Guardian: Single/Married/Separated/Divorced/Widowed
Number of siblings: ................................
School: ............................................................................................... .
1. Please note any serious illnesses that your child may have had in the past, or has currently:
2. Please note any physical, sensory or language difficulties that your child may have:
3. Has your child ever previously been seen by a specialist in Children’s mental health, if so, when 
and for what reason? (e.g. a Child Psychiatrist or Psychologist, Paediatrician; Counsellor etc.):
4. Is your child presently under the care of a specialist, if so, who?:
5. Is your child currently on any medication? (If so, please state its name and the dosage.)
Thank vou for taking time to fill in this questionnaire.
MATERIAL REDACTED AT REQUEST OF UNIVERSITY
AcPPec^ DiX - k ç  -
' THE WAY I FEEL ABOUT MYSELF '
The Piers Harris Children's Self-Concept Scale.
Name Today's Date
Age Sex (circle one): Girl Boy Grade
School Teacher's Name(Optional)
Directions:
Here are a set of statements that tell how some people feel about: 
themselves. Read each statement and decide whether or not it 
describes the way you feel about yourself. If it is true or mostly 
true for you, circle the word 'yes' next to the statement. If it is 
false or mostly false for you, circle the word 'no'. Answer every 
question, even if some are hard to decide. Do not circle both ’yes' 
and 'no' for the same statement.
Remember that there are no right or wrong answers. Only you can
tell us how you feel about yourself, so we hope you will mark the way 
you really feel inside.
TOTAL SCORE: Raw Score......... Percentile....... Stanine
CLUSTERS: 1 11 111 IV VI
1. My classmates make fun of me yes no
2. I am a happy person....................... ........ yes no
3 It is hard for me to make friends yes no
4 I am often sad ..yes no
5 I am smart yes no
6. I am shy............ ...................................yes no
7. I get nervous when the teacher calls on me yes no
8. My looks bother me yes no
9. When I grow up, I will be an important person yes no
10. I get worried when we have tests in school yes no
11. I am unpopular   yes no
12. I am well behaved in school.................... ....yes no
13. It is usually my fault when something goes wrong yes no
14. I cause trouble to my family...........................yes no
15. I am strong...................................... ..yes no
16. I have good ideas.......................................yes no
17. I am an important member of my family................. yes no
18. I usually want my own way   yes no
19. I am good at making things............................. yes no
20. I give up easily... ....................... ... .....yes no
21. I am good in my school work............................. yes no
22. I do many bad things................................... yes no
23. I can draw wel1......................................yes no
24. I am good at music yes no
25. I behave badly at home...............................yes no
26. I am slow in finishing my school work.................. yes no
-V
27. I am an important menber of my class............ no
28. I am nervous............................ no
29. I have pretty eyes............................ no
30. I can give a good report in front of the class....yes no
31. In school : I am a dreamer........................ no
32. I pick on my brother(s) and sister(s).......... no
33. My friends like my ideas........................ no
34. I often get into trouble....................... no
35. I am obedient at home...................... no
36. I am lucky............................. no
37. I worry a lot............................ no
38. My parents expect too much of me................. no
39. I like being the way I am................. no
40. I feel left out of things.................. no
41. I have nice hair.................... no
42. I often volunteer in school.............. no
43. I wish I were different.............. no
44. I sleep well at night................. no
45. I hate school.................. no
46. I am among the last to be chosen for games..... no
47, I am sick a lot.................. no
48. I am often mean to other people..... no
49. My classmates in school think I have good ideas no
50. I am unhappy.................. no
51. I have many friends............. no
52. I am cheerful.............. no
53. I am dumb about most things.......... no
54. I am good looking...................................... yes no
55. I have lots of pep..................................... yes no
56. I get into a lot of fights   yes no
57. I am popular with boys   yes no
58. People pick on me   yes no
59. My family is disappointed in me........................yes no
60. I have a pleasant face................................. yes no
61. When I try to make something, everything seems to be
wrong.................................................. yes no
62. I am picked on at home.......... .....................yes no
63. I am a leader in games and sport......................yes no
64. I am clumsy.............................................   no
65. In games and sports, I watch instead of play........... yes no
66. I forget what I learn  yes no
67. I am easy to get along with    yes no
68. I lose my temper easily............................... yes no
69. I am popular with girls............................... yes no
70. I am a good reader ..yes no
71. I would rather work alone than with a group........... yes no
72. I like my brother(s) (sister)......................... yes no
73. I have a good figure......................................   no
74. I am often afraid.........................................   no
75. I am always dropping or breaking things yes no
76. I can be trusted.........................................   no
77. I am different from other people yes no
78. I think bad thoughts......................................  no
79. I cry easily yes no
80. I am a good person.......................................   no
/Wer^ OixHi.
CHILDREN'S INVENTORY
:No..
ate:
7oung People sometimes have different feelings and ideas.
"his form lists the feelings and ideas in groups. From each group, pick one sentence 
hat describes you best for the past two weeks. After you pick a sentence from the 
irst group, go on to the next group.
"here is no right answer or wrong answer. Just pick the sentence that best describes 
he way you have been recently. Put a tick like this next to your answer. Put the 
ick in the space next to the sentence that you pick.
lere is an example of how this form works. Try it. Put a mark next to the sentence 
hat describes you best.
EXAMPLE 
I read books all the time 
I read books once in a while 
I never read books
Please answer each one
temember, pick out the sentences that describe your feelings and ideas in the PAST 
"WO WEEKS.
............... I am sad once in a while
 I am sad many times
 I am sad all the time
............... Nothing will ever work out for me
 I am not sure if things will work out for me
 Things will work out for me O.K.
............... I do most things OK
 I do many things wrong
 I do everything wrong
............... I have fun in many things
 I have fun in some things
 Nothing is fun at all
............... I am bad all the time
 I am bad many times
 I am bad once in a while
............... I think about bad things happening
to me once in a while
 I worry that bad things will happen to me
 I am sure that terrible things will
happen to me
............... I hate myself
 I do not like myself
 I like myself
 All bad things are my fault
 Many bad things are my fault
 Bad things are not usually my fault
 I do not think about killing myself
 I think about killing myself but I
would not do it 
 I want to kill myself
10. ........I feel like crying everyday
 I feel like crying many days
 I feel like crying once in a while
1 1............Things bother me all the time
 Things bother me many times
 Things bother me once in a while
1 2............ 1 like being with people
 I do not like being with people many times
 I do not want to be with people at all
1 3............ 1 cannot make up my mind about things
 It is hard to make up my mind about things
 I make up my mind about things easily
1 4.............1 look O.K.
 There are some bad things about my looks
 I look ugly
1 5.............1 have to push myself all the time to do
my schoolwork
 I have to push myself many times to do
my schoolwork 
 Doing schoolwork is not a big problem
1 6............ 1 have trouble sleeping every night
 I have trouble sleeping many nights
 I sleep pretty well
L7.............1 am tired once in a while
 I am tired many days
 I am tired all the time
18.............Most days I do not feel like eating
 Many days I do not feel like eating
 I eat pretty well
9. I  do not worry about aches and pains 
I worry about aches and pains many times 
I worry about aches and pains all the time
20.  I do not feel alone
 I feel alone many times
 I feel alone all the time
2 1............ 1 never have fun at school
 I have fun at school only once in a while
 I have fun at school many times
2 2............ 1 have plenty of friends
 I have some friends but I wish I had more
 I do not have any friends
2 3............ My school work is alright
 My school work is not as good as before
 I do very badly in subjects I used to be
good in
2 4............ 1 can never be as good as other kids
 I can be as good as other kids if I want to
.......I am just as good as other kids
2 5.............Nobody really loves me
 I am not sure if anybody loves me
  I am sure that somebody loves me
2 6.............1 usually do what I am told
 I do not do what I am told most times
 I never do what I am told
2 7 1 get along with people
 .1 get into fights many times
 I get into fights all the time
[HE END
fliank you for filling out this form Sum:
EDUCATIONAL INFORMATION SHEET
Thank you for agreeing to complete the following questionnaire. Firstly, we would like to know a 
little bit about this child and so it would be helpM if you could answer the following questions.
Identification number: ..................
Date of birth: ...................
Sex:..................................................
Educational Attainment (if possible, please note any normative assessment data, stating test used 
and date)
Reading:........... ..................................................................................................................................
Writing:............ ..................................................................................................................... ............
Spelling:........... ..................................................................................................................................
Numbers:......... ..................................................................................................................................
Language Development: ..................................................................................................................
Do you feel that this child is: a) achieving above the standard expected for their age 
(please tick) b) achieving at the standard expected for their age
c) achieving below the standard expected for their age
Please describe briefly:
Social Attainment:
How would you describe: (please tick)
1) the child’s relationship with other children: a) poor
b) adequate
Please describe briefly:
c) good
d) excellent
2) the child’s relationship with adults: a) poor
b) adequate
c) good
d) excellent
Please describe briefly:
3) the child’s attitude and approaches to learning: a) poor
Please describe briefly:
b) adequate
c) good
d) excellent
4) the child’s opinion of him/herself: a) very negative
b) somewhat negative
c) variable
d) positive
e) very positive
Please describe briefly:
Thank you very much for taking time to fill in these questionnaires.
K ( d
ADHD Research Study
Dear
I am writing to inform you that I have received the questionnaires that you have completed for this 
study. Thank you very much for taking the time to do this, your participation has been of great 
value in helping us to look at ways of improving our service for children with Attention Deficit 
Hyperactivity Disorder.
Yours sincerely 
Abi Parker
Clinical Psychologist in Training
(Under the clinical supervision of Susan Knight, Clinical Psychologist).
Awet-jùlX k C
School Research Study
Dear
I am writing to inform you that I have received the questionnaires that you kindly completed for 
this study. Thank you very much for taking the time to do this, your participation has been of great 
value. Enclosed is a small ‘thank-you’ certificate fo r ......................... for helping us with our work.
Yours sincerely
Abi Parker
Clinical Psychologist in Training
(Under the clinical supervision of Susan Knight, Clinical Psychologist).
AtPEMDLX /<  ( £ )
SCHOOL THANK YOU LETTER
Dear
I am writing to thank you and members of staff for all your help in co-ordinating and 
gathering together the ‘normative’ data that we required for our research study in such 
a short space of time. We have received this information and are in the process of 
comparing it with our clinical findings. It is anticipated that this information will 
increase our understanding of the problems that children with Attention Deficit 
Hyperactivity Disorder have, and will enable us to look at ways of improving the 
service that we offer to these children.
Enclosed are ‘thank-you’ certificates for the pupils that kindly took part in the study 
and ‘thank-you’ letters for their parents. Would you be kind enough to ensure that 
these are distributed to all concerned at the beginning of term.
You will also find in the attached envelope a £10 gift voucher that I would like to 
donate to the school as a small token of my appreciation for your help. Perhaps this 
could be used as some form of prize!
Many thanks once again for your support.
Wishing you all the best!
Yours
Abi Parker
Clinical Psychologist in Training.
fipPextDix
,07^utâ ifou ' (Zentifficate
...............................................................
We would like to say a
• ;
big thank you to
i
îM « S « a 8 il6 :v . '' . ‘ ' ,
for helping us with our project
....................................................................................
From: Abi & Susan. Famham Child & Family Consultation Service.
Research Section: Large Scale Research Project
Large Scale Research Project
Psychological Distress and Attention Deficit 
Hyperactivity Disorder: the contribution of 
coping responses (Year III)
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ABSTRACT
The study is a preliminary investigation of the relationship between psychological 
distress and coping in children with Attention Deficit Hyperactivity Disorder 
(ADHD). The specific questions addressed are: 1) whether children with ADHD 
experience higher levels of psychological distress than other children; 2) whether 
children with ADHD differ from other children in the coping responses they use to 
deal with a common school stressor; and 3) whether there is an association between 
coping responses used and levels of psychological distress reported by children with 
the disorder. A cross-sectional mixed design is employed comparing three groups of 
children (N = 75) aged 8-11 years: children with ADHD, children with developmental 
reading disorder (Dyslexia) and normal achievers, attending mainstream junior 
schools, on self-reported measures of psychological distress (anxiety and depression) 
and coping. In response to the questions addressed, the findings revealed that: 1) 
children with ADHD had higher levels of psychological distress than children without 
the disorder; 2) children with ADHD were less likely to use active coping responses - 
including cognitive restructuring and problem-solving to deal with a common school 
stressor; and 3) that increased levels of psychological distress in children with ADHD 
were related, in part, to inadequate use of coping responses. The findings are 
discussed in terms of a model for the development of psychological distress in 
children with ADHD and their clinical implications for assessment and treatment of 
children with the disorder.
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1. INTRODUCTION
There is growing evidence that children with ADHD experience increased levels of 
anxiety and depressive symptomatology as a result of prolonged environmental failure 
(Goldstein & Goldstein, 1992). Despite this however, little attempt has been made to 
explore the nature of stress and coping among children with ADHD, and its 
association with psychological functioning. Most of the research on coping and 
psychological distress has been conducted with adult populations. Relatively few 
studies exist with children. Identification of psychological distress and its relation 
with coping has important implications for the prevention, assessment and treatment 
of a number of behavioural and emotional difficulties that are characteristic of 
ADHD. The following chapter presents an overview of relevant literature in the area, 
in addition to examining conceptual and methodological issues related to the 
measurement of coping and psychological distress in child populations. Difficulties 
associated with ADHD and their potential relation with psychological distress and 
coping are discussed, and research questions outlined.
1.1 Life Events and Psychological Distress
A considerable amount of evidence attests the importance of stressful life events in 
the development of emotional (depression, anxiety, somatisation) and behavioural 
symptomatology (aggression, hyperactivity, conduct problems) in children and 
adolescents (Compas, 1987; Compas, Howell, Phares, Williams & Giunta, 1989; 
Dubow and Tisak, 1989; Johnson, 1986; Reynolds, 1990; Ystgaard, 1997). Measures 
of life stress have been shown to account for a significant variance in adolescent self- 
reports of depression and anxiety (5%) (Cohen, Burt & Bjork, 1987) and child 
behavioural and adjustment problems (10%) (Wertlieb, Weigel & Feldstein, 1987a) 
following discrete life events. Longitudinal studies of stress and coping have also 
indicated positive relationships between daily stressors and maladaptive adjustment in 
children (Felner, 1984). These findings are consistent with the literature that 
documents relations between major life events, ongoing daily hassles and mental 
health problems in adults (Kanner, Coyne, Schaefer & Lazarus, 1981; Kaplan, 1983).
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The cumulative effect of ongoing daily hassles are reported to be better predictors of 
concurrent and subsequent psychological symptoms in adults (Lazarus and Delongis,
1983). However, only modest associations have been found between these factors in 
children (DuBois, Felner, Brand, Adan & Evan, 1992; Rowlinson and Felner, 1988).
1.1.1 Personal and environmental resources of children facilitating adjustment 
to life stress
A growing body of literature highlights the importance of the personal and 
environmental resources of children in facilitating adjustment to life stress, and in 
preventing psychological distress.
Personal resources
Resilient children have been found to have certain personality attributes that protect 
them against stress, and influence the way they appraise and adapt to stressful 
situations. These include intelligence, which enables an individual to reason 
abstractly and generate alternative solutions; advanced self-help and problem-solving 
skills, particularly social problem-solving skills; social competence, including 
resourcefulness and ability to elicit positive responses from others; internal locus of 
control; and strong self-concept and self-esteem, as well as a realistic sense of 
personal control and hopefulness (Asamow, Carlson & Guthrie, 1987; Bernard, 1993; 
Garmezy, 1985; Garmezy, 1991; Hechtman, 1991; Mantzicopoulos & Morrison, 
1994; Rutter, 1985). Interestingly, Rutter states that self-esteem and self-efficacy are 
fundamental components of effective coping and adjustment, while helplessness on 
the other hand, increases the likelihood of one adversity leading to another.
Environmental resources
Availability of supportive social and familial networks are also demonstrated by some 
to facilitate adjustment to life stress in children because of their direct affect on well­
being and self-esteem (Cohen & Wills, 1985; Dubow et al., 1991; Rutter, 1985; 
Ystgaard, 1997). Schools have also been highlighted as having an important role in 
facilitating adjustment in children. A study by Garmezy (1985) found that positive 
school experiences including the experience of pleasure, success and accomplishment,
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protected against psychological distress in children, due to its positive effect on self- 
worth and self-efficacy.
Accordingly, many factors residing in the individual and their environment appear to 
interact dynamically to protect the individual against psychological distress and 
thereby foster resilience to stressful experiences.
1.1.2 The nature and role of coping responses
Other factors including the personal responses or strategies used by children to cope 
with stressful events also play an important role in facilitating adjustment to life 
stress. Personal responses differ from the personal and environmental resources 
available to the individual, in that they refer to the “cognitive or behavioural efforts 
made by the individual to master, tolerate or reduce” stress (Folkman and Lazarus, 
1980, p. 223). Following Lazarus and Folkman (1984), a coping response is defined 
as an active and purposeful response which mediates adjustment to life stress. In 
contrast to the above, relatively few studies have investigated the coping responses of 
children to deal with life stress.
Most of the studies investigating specific coping responses used by children to deal 
with life stress have been guided by Lazarus and Folkman’s (1984) transactional 
model of stress and coping in adults. The model proposes that psychological stress 
occurs in situations where there is a perceived threat to well-being, and where 
available coping responses are considered inadequate to manage the situation. Coping 
is therefore, considered to be a dynamic process that changes according to the 
perceived demands of the situation. However, others have suggested that coping is a 
stable concept related to personality dimensions, that predispose individuals to cope in 
certain ways. Within this context therefore, coping is considered to moderate, rather 
than mediate the effect of stress (McCrae, 1982).
Coping responses have further been differentiated in the literature on the basis of their 
function. That is, those intended to actively modify or eliminate sources of stress or 
threat (active or approach coping), and those intended to reduce emotional reactions
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associated with or resulting from stress (passive or avoidant coping) (Roth & Cohen, 
1986). These terms are very similar to what others have termed problem-focused and 
emotion-focused coping (Lazarus & Folkman, 1984), however, they enable coping to 
conceptualised in terms of outcome. Roth and Cohen (1986) propose that active 
coping is beneficial because it allows the individual to take advantage of situations, 
thereby increasing their sense of self-efficacy. Whereas the authors suggest that 
avoidant coping, although beneficial in reducing immediate stress, hinders the 
individual in taking appropriate action, increasing the likelihood of disruptive 
avoidant behaviours (ibid). Other factors reported to contribute to adjustment include 
ability to avoid self-blame and guilt, as well as ability to persist with tasks to 
completion, despite the experience of failure (Murphy, 1987).
1.2 Child and Adolescent Coping and Psychological Distress
Evidence of coping behaviour among children facing everyday and specific life 
stressors has been identified by a number of studies (e.g., Compas, 1987). Consistent 
distinctions have also been made in the literature between several methods of ‘active’ 
(e.g., problem-solving, emotional regulation, cognitive restructuring and social 
support) and ‘avoidant’ coping (e.g., distraction, social withdrawal, wishful thinking 
and resignation) among children of varying ages (Band & Weisz, 1988; Hermanstahl, 
Stemmier & Petersen, 1995; Stark et a l, 1989; Spirito et. al, 1991). It is suggested 
that children as young as 6 years are capable of reporting the stresses they experience 
in everyday life and the coping responses they use to deal with them (Band & Weisz, 
1988). An overview of the main findings from child studies of coping in normal and 
distressed populations is presented in the following section. The methodological 
limitations of methods reported in the literature to measure children’s coping are also 
discussed.
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1.2.1 Studies of children’s coping
Studies of general coping in children report that the most common responses used by 
children to deal with everyday stressors are ones involving active coping. For 
example, Wertlieb et al. (1987b) established from children’s interview data, that the 
most predominant coping strategies used among children aged 6 and 9 in dealing with 
stressful experiences, were self-focused, functionally oriented toward problem­
solving rather than emotion-management, and involved direct action. Interestingly, 
the findings also demonstrated differential effects for gender and age in the strategies 
employed. Boys were identified as using more self-focused coping strategies to deal 
with stress (e.g., “I go up to my room and just sit down ... then I just fool around”) 
compared to girls who reported more environmentally-focused strategies (e.g., 
“Sometimes I go and ask my mother for help”). Older children, aged 9, were found to 
use more emotion-focused coping (e.g., “thinking about something fun”) than 
younger children, aged 6. However, as the study did not report the types of 
problems/stressors identified by the sample it is not possible to determine whether the 
coping responses reported were just a reflection of the demands of the situation, rather 
than methods of coping specific to age or gender. Moreover, as the sample (N = 176) 
was drawn from volunteer families one can not draw conclusions about the 
representativeness of the data to the general population.
Gender and developmental differences
Support for gender and developmental differences in coping between children have 
also been provided by other studies. For example, Spirito et al. (1988) demonstrate 
that adolescent girls are more likely to use social support, emotional regulation, 
wishful thinking and problem-solving compared to boys. Developmental increases in 
cognitively-based and emotion-focused coping responses have been reported in 
studies which have shown increases in the number and variety of cognitive coping 
responses used by older children (Alsthuler & Ruble, 1989; Band & Weisz, 1988; 
Compas Malcarne & Fondacaro, 1988; Curry & Russ, 1985).
Evidence of more problem-focused coping responses in younger children has been 
provided by Spirito, Stark, Grace & Stamoulis (1991). Spirito et al. used a brief
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coping checklist to assess coping strategies used by children, aged 9-14, to deal with 
problems that they had experienced in the past month, in addition to a set of 
standardised problem scenarios concerning difficulties with school, siblings, and 
parents. The findings of the study suggested that younger children in general, aged 9- 
11, tend to use more cognitive restructuring, problem-solving, emotional regulation 
and wishful thinking than older children, aged 14, regardless of the type of stressful 
experience encountered. Cognitive restructuring and self-criticism were also reported 
to be used more frequently than other methods of coping to deal with school 
problems, particularly in younger children. These findings differ to those reported by 
Wertlieb et al. (1987b) in terms of coping responses used by older children (aged 9), 
as Spirito’s study suggests that children aged 9 and older not only utilise emotion- 
focused coping but problem-focused coping as well. The discrepancy between these 
studies may be related in part, to differences in samples and measures used.
Generally however, the developmental differences in coping reported in the literature 
are consistent with developmental research that has found developmental increases in 
more formal operations such as cognitive mediational control in later childhood and 
adolescence (Jensen, 1971). This also offers explanation for why more problem- 
focused coping has been reported in younger children, as this seems to co-evolve with 
pre-formal periods of development in which problem-solving strategies are being 
developed (ibid).
Situational differences
Analyses of children’s coping have also identified that children vary their coping 
responses across different situations. For example, a study by Band and Weisz (1988) 
which evaluated coping according to verbal responses elicited from children aged 6, 9 
and 12 years, found that more active coping was used to manage stressful situations 
involving loss/separation, and peer and academic difficulties, and more avoidant 
coping in situations involving medical stressors and conflicts with authority. The 
authors proposed that situations evoking more active coping from children may have 
been perceived as more controllable than less familiar situations or conflicts with 
authority. Evidence that active coping is influenced by perceived control in situations
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is also reported by Compas et a l (1988), who document increases in problem-focused 
coping in stressful situations rated by children as having had more control over the 
cause of the event (e.g., interpersonal difficulties). These findings are consistent with 
the adult literature previously mentioned which indicates relations between perceived 
control and coping.
1.2.1.1 Other approaches to measuring coping
In addition to the above, a number of other methodological approaches have been 
used to measure children’s coping. These have included observations and exploratory 
interviews of coping related to specific stressors (Curry and Russ, 1985); evaluations 
of coping from pictorial representations of stressful events (Asamow et a l, 1987); and 
identification of coping responses using checklists to deal with common and 
hypothetical problems that are presented that have been found to cause anxiety, for 
instance problems with parents, siblings, school and friends (Jenkins, Smith & 
Graham, 1989; Stark & Spirito, 1989; Spirito et a l, 1991). More recently, projective 
drawing methods have also been used to identify coping behaviour in children 
(Milousheva, Kobayashi & Matsui, 1996).
1.2.2 Children’s coping and psychological distress
Despite the limited number of studies available on coping and psychological distress 
in children, consistent negative relationships have been reported between active 
coping responses and concurrent levels of psychological distress (broadly defined) 
(Compas et a l, 1988; Glyshaw, Cohen & Towbes, 1989; La Greca, Siegel, Wallander 
& Walker, 1992). For instance, Glyshaw et a l (1989) found that problem-solving 
was significantly and negatively related to depression and anxiety in a prospective 
study of early adolescents. However, the coping effects reported were small, only 
accounting for 3% of the variance of distress, suggesting that other factors may have 
contributed to the children’s levels of psychological distress.
Studies that have attempted to explore the association between negative life events, 
coping and depression in children have also demonstrated positive correlations 
between depression and avoidant coping responses, including aggression and self-
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destructive behaviour, in children aged 12-14 years (Dise-Lewis, 1988). A controlled 
study of coping and adjustment in a sample of distressed and healthy adolescents, 
aged 12-18 years, established greater levels of psychological distress (anxiety and 
depression) in children with reduced levels of problem-solving and positive appraisal, 
and increased levels of cognitive avoidance and resignation (Ebata & Moos, 1991). 
Moreover, the results indicated that children with depression and conduct disorder 
used significantly more cognitive-avoidant coping and emotional discharge than 
children with rheumatic disease and healthy adolescents. The authors proposed that 
children using more active coping responses were better adjusted than children using 
more avoidant coping.
Further evidence for the relation between depression and inadequate coping responses 
in children is presented by Wierzbicki (1989), who found that children with lower 
levels of depression on the Child Depression Inventory (GDI) (Kovacs, 1981) 
generated more coping responses than those with higher levels of symptomatology. 
However, it is important to note that the number of coping responses generated by the 
children in this study, may have been functionally related to the severity of 
depression, rather than reflecting inadequate coping per se. A more recent study of 
children’s coping following a natural disaster, also found a negative relationship 
between the number of coping responses employed and levels of depressive 
symptomatology measured on the CDI in children aged 7-9 (Jeney-Gammon, 
Daugherty, Finch, Belter and Foster, 1993). On the other hand, others (e.g., Coyne, 
Aldwin & Lazarus, 1981) have found correlations between large numbers of coping 
responses and depression. The contradictory findings between these studies may be 
due in part, to differences in the way coping was measured in the two studies, 
therefore one can not conclude to what extent an individuals’ coping repertoire is 
likely to reduce levels of psychological distress. Accordingly, it is difficult to draw 
conclusions from the literature about the effectiveness of specific coping responses in 
preventing the likelihood of psychological distress and maladjustment in children 
because of developmental and methodological differences between studies in the way 
life stress, coping and outcome is conceptualised and measured.
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1.2.2.1 Methodological limitations in the coping literature
A number of methodological limitations in the coping literature preclude further 
conclusions being drawn about children’s coping in general. Most of the studies 
reviewed, particularly studies employing semi-structured interviews, assessed 
children’s coping according to retrospective self-reports. However, as these are often 
reported to be subject to memory bias and social desirability effects, one cannot 
assume that the coping responses reported under these conditions are an accurate 
reflection of the actual coping responses used by children in stressful situations. To 
overcome this limitation, studies need to obtain further information on children’s 
coping from other informants (i.e., parents, teachers). None of the studies reviewed 
used this approach to validate children’s coping. Moreover to increase reliability, it 
would be necessary for all informants to rate coping in relation to a specific event, in 
order to take account of its dynamic nature and the possibility of it varying according 
to situational constraints.
Some of the studies categorised coping according to verbal responses elicited from 
children (e.g., Wertlieb et a l, 1987b). The categorisations seemed to based on the 
goodness-of-fit of responses to pre-defmed descriptions of coping. This method can 
be subject to misinterpretation, and valuable information about the range of coping 
responses employed by children can be lost. More importantly, the measures of 
coping reported in the majority of studies were typically devised for research purposes 
and therefore lacked reliability and validity information, limiting confidence in the 
results. As yet no ‘gold standard’ for measuring coping in children exists, and 
comparability between studies and generalisation of findings is consequently 
restricted.
Nonetheless, the literature suggests that successful coping experiences in childhood 
increases the likelihood of adaptive stress-management in adolescence and adulthood 
because of the influence it has on children’s resilience to stress (Curry & Russ, 1985). 
Repeated failures on the other hand, in coping with stressful experiences have been 
shown to increase the likelihood of frustration and anxiety experienced by children, 
and are thought to increase their predisposition to later adaptive difficulties (Zeitlan,
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1980). This may be of particular relevance to children with ADHD, where links 
between previous history of hyperactivity, prolonged environmental failure and 
anxiety and depression in adolescence have been found (Goldstein and Goldstein,
1992). Given these findings, it is possible that a ‘causal pathway’ exists between 
ADHD-related difficulties, failure experiences and increased psychological distress in 
children with this disorder. However, no empirical studies to date have paid attention 
to the potential relationship between these factors.
1.3 Attention Deficit Hyperactivity Disorder
ADHD is a multi-faceted disorder typically characterised by developmental 
deficiencies in sustained attention, impulse control and regulation of motor activity. It 
interferes with several areas of normal functioning and development, including self­
regulation (Reynolds, 1990), emotional functioning (Bohline, 1985; Parker, 1997), 
academic performance, particularly tasks requiring complex problem-solving and 
organisational skills (Chelune, Ferguson, Koon & Dickey, 1986; Hamlett, Pellegrini 
& Connors, 1987); and peer relations (Cunningham & Siegel, 1987; Pelham & 
Bender, 1982). It is frequently associated with specific learning difficulties, such as 
dyslexia (Barkley, DuPaul & McMurray, 1990), in addition to conduct, mood and 
anxiety disorders (Biederman, Faraone & Lapey, 1992; Kovacs, Paulauskas, Gatsonis 
and Richards, 1988; Livingstone, Dykman, Ackerman, 1990) and has been estimated 
to account for 40% to 70% of all referrals to child mental health services (Cotugno,
1993).
1.3.1 Psychological distress and adjustment in children with ADHD
Despite the significant difficulties and ongoing daily stressors that children with 
ADHD experience, little effort has been made to explore whether a relationship exists 
between ADHD-related problems and levels of psychological distress in this 
population. Many children with ADHD may experience increased levels of 
psychological distress as a result of the cumulative effects of stress and difficulties 
related to their behaviour and pattern of responding to every-day stress. This may be
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influenced by the problems these children have in self-regulating their behaviour, 
problem-solving, and establishing and maintaining social supports, which are 
important methods of coping (Spirito et a l, 1988). Studies have consistently shown 
that children with ADHD are often unable to meet the demands of their environment 
and perform more poorly than normal controls in school and relationships with peers 
(Gittelman, Mannuzza, Shenker & Bonagura, 1985). It has been suggested this 
increases their experience of disapproval, negativity, and inefficiency, and can 
adversely affect their relationships with others, resulting in lowered self-esteem 
(particularly in areas of behaviour, happiness, satisfaction, academic status and 
popularity), and increased levels of anxious and depressive symptomatology (Lahey, 
Schaughency, Strauss and Frame, 1984; King & Young, 1992; Parker, 1997). There 
is also evidence to suggest that this may lead to poorer long-term outcome in 
adolescence and adulthood, demonstrated by greater academic, social, emotional and 
psychological difficulties (Weiss & Hechtman, 1986; Lambert, 1988; Hechtman, 
1991).
Although treatment with psychostimulants, such as Methylphenidate (Ritalin), has 
been shown to improve problem behaviours in children with ADHD, including 
difficulties with concentration, attention and impulse control (Pelham, Bender, 
Caddell, Booth and Moorer, 1985), it does not appear to have a significant effect on 
behavioural or psychological adjustment in adolescence and adulthood (Hechtman, 
1985; Thorley, 1988). Positive outcome and adjustment for children with ADHD has 
rather been attributed to individual (i.e., health, temperament, intelligence), familial 
(i.e., composition, socio-economic, emotional and psychological status) and 
environmentally-related factors (Hechtman, 1991). These findings are consistent with 
other child studies which have demonstrated positive relationships between personal 
(including coping behaviour) and environmental resources of children and adjustment 
(Garmezy, 1985; Rutter, 1985; Ystgaard, 1997). However, little attention has been 
paid in the ADHD literature to the contribution of children’s coping behaviour to 
long-term outcome and adjustment.
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1.3.2 Contribution of coping behaviour
Only two studies exist that have highlighted difficulties that children with ADHD may 
have in coping with every-day life situations (Lufi & Parish-Plass, 1995; Cotugno, 
1995). Both of these studies investigated the personality attributes of children with 
ADHD compared to normal controls, and concluded that certain attributes 
characteristic of the disorder may limit the coping resources available to children with 
ADHD. Lufi and Parish-Plass (1995) found that non-medicated children with ADHD 
(7-13 years), when compared with children without the disorder, presented with 
higher levels external locus of control, and significantly lower levels of persistence, 
on the Locus of Control Scale and Persistence Scale. The authors suggested that high 
levels of external locus of control in children with ADHD may be related to 
resignation about their ability to direct what happens to them, as they frequently 
experience situations that they are unable to control. Furthermore, they proposed that 
persistence and internal locus of control were fundamental traits for coping, thereby 
surmising that deficits in these attributes may contribute to problems coping with 
everyday events. However, only tentative conclusions can be drawn from these 
findings, as Lufi and Parish-Plass did not directly measure coping in their 
investigation.
Cotugno (1995) compared indices of coping deficit on the Rorscach inkblot 
personality test for children with ADHD and matched clinical and normal controls 
aged 5-6 years. The findings indicated that the ADHD group were more dependent, 
had greater feelings of isolation and discomfort, and were more avoidant of decision­
making compared to the control groups. Furthermore, the children with ADHD 
demonstrated lower levels of self-esteem, greater withdrawal from feelings associated 
with internal distress, increased negative evaluations about interpersonal relations and 
were more vulnerable to depression. Cotugno proposed that the difficulties associated 
with ADHD could result in reduced problem-solving abilities and involvement with 
others, thereby restricting the coping resources available to children with the disorder. 
In addition, the study highlighted that the ADHD group had significant levels of 
internal psychological distress compared to the controls, however, inferences were not
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drawn about the potential link between increased levels of psychological distress in 
this population and reduced coping resources.
Both of these studies highlight the potential relationship between ADHD-related 
symptomatology, reduced coping and increased psychological distress in children 
with the disorder, however, the links between these factors have not yet been explored 
in this population. Further investigation of the links between these factors might help 
to explain why certain children with ADHD go on to develop further behavioural, 
psychiatric and social pathology in adolescence and adulthood, compared to other 
children who appear to have a relatively normal outcome. More specific knowledge 
of the coping responses employed by children with ADHD to deal with everyday 
stressors has important implications for the design of assessment, treatment and 
prevention programmes for children with the disorder.
1.4 The Current Study
In order to address this issue, the current study aims to investigate the relationship 
between psychological distress (broadly defined) and coping in children with ADHD.
1.4.1 Theoretical and conceptual framework
The theoretical framework for the study is primarily based on the life events, coping 
and adjustment literature available for normal child populations, discussed earlier in 
the Introduction, that underlines the role of coping in mediating the effect of life 
stressors on psychological functioning (Lazarus & Folkman, 1984). This provides a 
systematic framework for exploring the relationship between life stressors, coping and 
psychological distress in children with ADHD.
The model presented in Figure 1.1 (devised by the author) is an illustration of the 
potential relationship that may exist between life stressors, coping and psychological 
distress in children with ADHD, which provided the conceptual framework for the 
study. The model addresses the influence of stressors experienced by children with
217
Research Section: Large Scale Research Project
ADHD and inadequate coping responses on the development of psychological distress 
in children with the disorder. In addition to illustrating the potential moderating effect 
of ADHD-related difficulties on coping resources, and their subsequent influence on 
coping responses employed by children with the disorder.
N ot investigated in 
the study
Life Stressors
Negative feedback  
Rejection  
Unfair treatmentDifficulties with:- 
sustained attention 
impulse control 
self- regulation ; 
problem-solving 
em otional function
Inadequate coping  
responses
Psychological
distress
A D H D Academ ic failure
Social failure /  
interpersonal problems
Reduced coping resources
Figure 1.1 - A conceptual model for the development of psychological distress in children with 
ADHD.
1.4.2 Focus of the study
Due to the number of causal relationships indicated by the model and the scope for 
investigation, the current study only examines the relationship between coping 
responses and psychological distress in children with ADHD. Coping is 
conceptualised in the study as a process that alters according to the perceived 
demands of a situation (Lazarus & Folkman, 1984), and is thereby defined as the 
cognitive or behavioural responses employed by children to manage stressful 
situations. These have been categorised in the study according to their function 
(Active vs. Avoidant), drawing on Roth and Cohen’s (1986) categorisation of coping.
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1.4.2.1 Research questions
1. Do children diagnosed with ADHD experience higher levels of psychological 
distress (anxiety and depression) compared to other children?
2. Do children with ADHD differ from other children in the coping responses they 
use to deal with a common school stressor?
3. Is there an association between coping responses and levels of psychological 
distress in children with ADHD, and does this differ to other children?
Hypotheses
1. That children with ADHD will have higher levels of psychological distress 
(anxiety and depression) compared to other children.
2. That children with ADHD will report fewer Active Coping responses than other 
children to help them deal with a common school stressor (i.e. a specific school 
related task).
3. That increased levels of psychological distress in children with ADHD will be 
associated in part, with less Active Coping responses and more Avoidant Coping, 
than children without the disorder.
219
Research Section: Large Scale Research Project
2. METHOD
2.1 Inclusion criteria
Three groups of participants were identified for this study, restricted for age (8-11 
years) and gender (boys only): children diagnosed with ADHD, and two control 
groups comprising children with developmental reading disorder (Dyslexia) and 
normal achievers. The criteria for age and gender was set to reduce confounding, on 
the basis of literature reviewed that reported differential effects for age and gender in 
coping (e.g. Alsthuler & Ruble, 1989; Band & Weisz, 1988; Compas et a l, 1988; 
Curry & Russ, 1985; Spirito et a l, 1988) and validity of child self-reports of coping 
and psychological distress in children this age (Jeney-Gammon et a l, 1993; La Greca 
et a l, 1992; Wertlieb et a l, 1987b). The potential pool of children with ADHD, 
Dyslexia and normal achievers amounted to 96 children who were recruited from 12 
mainstream junior schools in the region and were enrolled in Years 4, 5, and 6.
Equal numbers of children (N=30) diagnosed with ADHD and Dyslexia were 
identified through the region’s Educational Psychology Service. All of the children 
with Dyslexia met the Educational Psychology criteria for developmental reading 
disorder. Those children who had more global ‘handicaps’ in learning were not 
included for selection. Following identification, these children were recruited through 
their schools once individual meetings had been held with the Headteachers to explain 
the study and consent had been given to approach the children’s parents about the 
study (see Appendix A). All 12 schools consented to taking part in the study.
Samples of normal achievers (N=36) were recruited from four of the 12 schools, in 
which only one or two children with ADHD or Dyslexia had been identified. This 
was to reduce the extent of involvement for each of the schools taking part in the 
study, as data collection coincided with national examinations, and preparations for 
half-term school trips arranged for the summer term. The normal achievers were 
identified by the author, with assistance from Headteachers, from registers of children
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within each of the year groups. The first three boys from each register were identified 
for the study.
2.2 Design
A cross-sectional mixed design was employed to compare children with ADHD, 
Dyslexia and normal achievers on measures of psychological distress (anxiety and 
depression) and coping, at one point in time.
Children with Dyslexia were considered to be a suitable control because of the 
difficulties they experience which are similar to children with ADHD, including 
academic, social, emotional and behavioural difficulties, and because of their similar 
experience of being ‘labelled’ with a developmental disorder (Matson, 1993). 
According to research literature, it was expected that this group would be distinctly 
different to the normal achievers in levels of behaviour and psychological distress 
(Boetsch et a l, 1996), however, that they would be similar in the types of coping 
responses utilised to deal with a common school stressor, compared to children with 
ADHD.
The current study differs from previous studies of coping by using multi-informant 
reports of children’s coping, involving children, parents, and class teachers. This 
approach was adopted to verify child self-reports and to assess the reliability of the 
data.
2.3 Assessment Measures
Every effort was made to select measures of coping and psychological distress that 
were appropriate for the developmental level of the participants and were “user- 
friendly”, particularly as these children might have lacked familiarity with completing 
questionnaires. Consequently, questionnaires were chosen that were easy for children 
to read and understand, and required minimal written response, but were also reliable. 
In addition, efforts were made to select a coping measure that accorded with the
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theoretical conceptualisation of coping that framed the study, and could distinguish 
between types of coping response.
The measures were presented in Questionnaire Packs which were ordered to control 
for sequence effects, and completed independently by the child, parent and 
classteacher.
2.3.1 Child Questionnaire Pack
The Child Questionnaire Pack included a measure of coping, and anxiety and 
depression, which were used as indicators of psychological distress (see Appendix A):
Copins. Children’s coping was assessed using the 15-item younger version of the 
KIDCOPE devised for children aged 7 to 12 (Spirito et a l, 1991). The KIDCOPE is a 
checklist designed to assess 10 common coping responses: Distraction, Social 
Withdrawal, Cognitive Restructuring, Self-criticism, Blaming Others, Problem- 
Solving, Emotional Regulation, Wishful Thinking, Social Support, and Resignation. 
It is a simplified version of the KIDCOPE (Spirito et a l, 1988) which is reported to 
have moderate internal consistency and good concurrent validity with other measures 
of children’s coping (ibid).
Children were presented with a standardised problem scenario (devised by the author 
based on previous studies using problem scenarios(e.g. Spirito et a l, 1991)) 
concerning difficulty completing a piece of school homework. This scenario was 
chosen as difficulties with schoolwork / homework are frequently reported as 
common school stressors in children (Beidel & Turner, 1988; Stark et a l, 1989), and 
are particularly pertinent with children with reading difficulties and attention deficit 
disorder. Instructions to the children involved asking them to circle either ‘yes’ or 
‘no’ for each coping response that they would use to help them deal with such a 
situation, and to rate how effective the coping responses would be ranging from “not 
at all” to “a lot”. Four additional questions were added to assess whether the problem 
had ever been experienced before and the levels of distress (anxiety, sadness and 
anger) associated with it, as had been done in previous studies (Spirito, Francis,
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Overholser & Frank, 1996). Responses to these questions were rated on a four-point 
Likert-type rating scale ranging from ‘not at all’ to ‘very much’.
Scoring - each coping response answered ‘yes’ was given a score of one, and each 
coping response answered ‘no’ was scored zero. For those coping responses that 
comprised two items, rather than one, a score of one was given if either, or both items, 
were answered ‘yes’.
Anxiety. The Revised Children’s Manifest Anxiety Scale (RCMAS), otherwise 
referred to as the “What I Think and Feel” Scale (Reynolds & Richmond, 1978), was 
used as a measure of anxiety. The RCMAS is a 37-item questionnaire, comprising 28 
Anxiety and 9 Lie scale items, assessing levels of anxiety manifested through somatic 
problems, worrying, and rumination. For each item the child was asked to circle ‘yes’ 
or ‘no’ depending on whether the item applied to them. The RCMAS has adequate 
internal consistency, test-retest reliability, and construct validity (Reynolds, 1980).
Scoring - the number of items answered ‘yes’ on the Anxiety scale were summed to 
provide total score for anxiety.
Depression. The Children's Depression Inventory (CDI; Kovacs, 1982) was used as a 
measure of depression. It is a 27-item questionnaire assessing affective, cognitive, 
behavioural and somatic symptoms of depression, and is reported to have the lowest 
reading level requirements of any measure of children’s depression. Each item 
consists of 3 statements graded in severity from 0-2, with higher scores indicating 
more depressive symptomatology. Children were asked to select for each item the 
statement that best described their feelings.
The CDI has been found to correlate significantly with psychiatric ratings of 
depression (Kovacs, 1980), and is able to distinguish between depressed and non­
depressed groups (Carlson and Cantwell, 1980; Saylor, Finch, Spirito and Bennett,
1984). It has good internal consistency and test-retest reliability (Kovacs, 1980), and
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has previously been used in studies with clinic-referred children with ADHD (Parker, 
1997) and children with dyslexia (Boetsch, Green & Pennington, 1996).
Scoring - a total depression score was obtained by summing the severity ratings.
2.3.2 Parent and Teacher Questionnaire Packs
Both the Parent and Teacher Questionnaire Packs comprised brief background 
questionnaires concerning the child, and equivalent measures of behaviour and 
coping:
Brief Background Questionnaires. The brief background questionnaire completed by 
parents included diagnostic and medical information, and screened for concurrent 
difficulties, and significant life events that may have occurred for either the child or 
family in the past 12 months (see Appendix B - Parent Questionnaire Pack). The 
questionnaire completed by teachers included information about the child’s level of 
educational attainment according to national standard education tests (i.e. Standard 
Task Assessments), extent of special educational provision, and whether they were 
experiencing any concurrent difficulties at school (e.g. bullying) (see Appendix C - 
Teacher Questionnaire Pack).
Behaviour. The Conners Parent (CPRS-48) / Teacher (CTRS-28) Rating Scales 
(Conners, 1990) and the Strengths and Difficulties Questionnaire (SDQ; Goodman, 
1997) were used to assess children’s behaviour.
The Connors Rating Scales have been widely used for clinical and research 
applications with children with ADHD, and have undergone numerous reliability and 
validity studies, with high internal consistency reported (Conners, 1990). The 
Conners Rating Scales require informants to rate behaviour on a 4-point scale from 
“not at all” to “very much” and are scored on a number of scales derived through 
factor analysis. Both the CPRS-48 and CTRS-28 are functionally equivalent and 
based on the same normative data.
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Scoring - the CPRS-48 was scored on five scales: conduct problem, learning problem, 
psychosomatic, impulsive-hyperactive and anxiety and the CTRS-28 on three scales: 
conduct problem, hyperactivity, inattentive-passive. The 10-item Hyperkinesis Index 
on both scales was also scored as a criteria for identifying clinical levels of 
hyperactivity in children with Dyslexia and normal achievers. Normalised T-scores 
are reported for each subscale of behaviour on both of these measures.
The Strengths and Difficulties Questionnaire (SDQ) is a brief 25-item behavioural 
screening questionnaire for parents and teachers. It requires informants to rate 
behaviour on a 3-point scale from “not at all” to “very much” and is scored on 5 five 
scales: conduct problems, hyperactivity, emotional symptoms^ peer problems and 
prosocial behaviour. It also includes a supplement to assess the extent to which 
presenting difficulties result in social impairment or distress for the child, or burden 
on the family. Initial studies report good concurrent and predictive validity against 
the Rutter scales on which its item selection is based (Goodman, 1997), in addition to 
good reliability for caseness, consistent with psychiatric diagnosis in clinical 
populations of children with ADHD (Goodman, 1998).
Scoring - the scores for each of the subscales, excluding prosocial behaviour, were 
summed to generate a total difficulties score ranging from 0-40. An additional score 
for emotional problems ranging from 0-10 was summed as an indicator of parental 
and teacher reports of children’s psychological distress.
Copins. The KIDCOPE was adapted by the author for parents and teachers to 
complete. Parents and teachers were presented with the same problem scenario as the 
children and were asked which of the coping responses they felt the child would use 
to help them deal with the situation. Ratings of efficacy for each of the coping 
responses were omitted.
225
Research Section: Large Scale Research Project
2.4 Procedure
2.4.1 Approval for the study
A research protocol outlining the study was submitted to the Local Research Ethics 
Committee and Area Educational Psychology Service. Once approval had been 
granted for the study, the children were identified and schools and parents approached 
(see Appendix D for approval letters).
2.4.2 Consent
Written consent for children to take part in the study was obtained from each of the 
schools following individual meetings with Headteachers to explain the purpose of 
the study. Following this, children were given letters of informed consent to take 
home to their parents (see Appendix E). Parental permission to participate in study 
was provided for 86 (90%) children. The reason for non-consent was not obtained. 
The children were fully informed about the study and the nature of the questionnaires, 
and confidentiality ensured, prior to administration of the measures. The children 
were also informed of their independent rights to consent or refuse consent to taking 
part in the study, and their right to discontinue completion of the measures if they 
chose to do so. Guidelines about informed consent involving children were obtained 
from a paper written by Shalan and Griggs (1998) published in the Clinical 
Psychology Forum. Verbal consent was obtained from all of the children (who had 
already been informed about the study from their parents).
2.4.3 Data collection
Data was collected from parents, teachers and children in the form of questionnaire 
packs which included instructions, demographic and educational information, and 
measures arranged in order to control for sequence effects. The questionnaires were 
completed anonymously, identified only by a code for each child.
The children were given envelopes containing the questionnaires for their parents to 
complete. These were returned to the school in sealed envelopes addressed to the
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author, which were provided (94% were returned). Concurrent evaluations were 
made by their classteachers in school (100% were returned). The children completed 
their questionnaires during a scheduled period at school lasting approximately 30-40 
minutes, led by the author (and where necessary, by the Special Educational Needs 
Co-ordinator for the school). Instructions for each of the measures and their items 
were read aloud, and individual help given when needed. Every effort was made to 
provide the same conditions across schools. The children were presented with 
certificates for participating in the study (see Appendix F), and the parents and 
schools received letters of thanks (see Appendix G). A brief summary of the study’s 
findings was distributed to each of the schools on completion of the study, to be made 
available to parents and teachers if requested (see Appendix H).
2.5 Treatment of the Data
2.5.1 Data Exclusion
Data was excluded from the study at the point of data analysis if any participants 
satisfied one or more of the following criteria:
1 ) Comorbidity for ADHD and Dyslexia. The criterion for identifying comorbidity for 
ADHD in the control groups was clinically elevated scores on the Hyperactivity or 
Hyperkinesis Index subscales of the Connor’s Rating Scales (Connors, 1990). 
Comorbidity for Dyslexia (developmental reading disorder) was established through 
parental and teacher reports, or by the author, from evidence of a significant 
discrepancy between the child’s observed reading and spelling levels and the 
reading/spelling levels expected for their age. This was measured by levels of 
attainment on national standard education tests, as documented by teachers, which 
were used by all of the schools that took part. Levels of educational attainment for 
each child were then compared to normative levels of attainment expected for the 
child according to their Year group, based on national standards.
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2) Concurrent physical, sensory, or emotional disorders, as documented by parents.
3) Pervasive learning difficulties. It was only possible to assess this from levels of 
educational attainment documented by teachers. Moreover, intellectual quotients 
were only available for (14%) of the total sample of children with ADHD and 
Dyslexia (N = 6/44).
4) Significant life event in the past 12 months (e.g. death of someone close, family 
separation, change of home or school), as assessed by parents.
5) Missing data points from child, parent or teacher.
Of the 86 children who participated in the study, 11 (13%) were excluded for the 
following reasons: five children had missing data points from parents, three children 
had experienced recent significant life events including family separation, death of a 
close relative and diagnosis of cancer in a parent, and two children had comorbidity 
for ADHD and Dyslexia. The reader is referred to Table 1.2 in Appendix I for 
descriptive characteristics of the Exclusion sample.
2.5.2 Data Coding
Systems were developed for coding the data so that it could be analysed using the 
SPSS for Windows 6.13 statistical package (Norusis, 1993). Where possible, 
variables with a number of categories (i.e. parental status, educational attainment) 
were ‘collapsed’ into smaller categories to increase cell frequencies for data analysis, 
which is a well utilised approach (Kinnear & Gray, 1997). Individual coping 
responses were grouped into Active and Avoidant Coping categories, according to 
criteria used in previous studies involving the KIDCOPE (Spirito, 1991). The Active 
Coping category comprised cognitive restructuring, problem-solving, emotional 
regulation, and social support. The Avoidant Coping category comprised distraction, 
blaming others, wishful thinking, and resignation. Social withdrawal and self- 
criticism were excluded as these were considered to be negative coping strategies 
rather than either active or avoidant coping (ibid).
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Educational attainment-point averages (EPA) for each group were calculated to reflect 
the average of the child’s observed levels of attainment for reading, spelling, writing 
and numeracy, compared to normative averages expected for their Year group.
2.5.3 Internal consistency
Internal consistency methods were used to estimate the reliability of the parent and 
teacher SDQ and the child, parent and teacher versions of the KIDCOPE. This was 
conducted because there was no published data reporting the internal reliability of the 
SDQ or younger version of the KIDCOPE, and because the author had adapted the 
KIDCOPE for use with other informants.
Strengths and Difficulties Questionnaire. The internal consistencies (Cronbach’s a  
corrected for number of items) for the entire set of items on both the parent and 
teacher versions of the SDQ were 0.87 and 0.77 respectively, suggesting high internal 
reliability of the measure.
KIDCOPE. The internal consistency (Cronbach’s a  corrected for number of items) 
for the entire set of items on the KIDCOPE was 0.45, 0.51 for the Active-coping 
category and 0.41 for the Avoidant-coping category. These coefficients indicate that 
the subcategories of coping used in the study, as well as the entire set of items exhibit 
moderate (0.40-0.69) internal homogeneity (Bryman & Cramer, 1990). The inter­
correlation between the Active and Avoidant Coping categories was 0.17, indicating 
that the categories are relatively independent.
Negative coefficients were obtained for the parent and teacher versions of the 
KIDCOPE. As this raised questions about the reliability of these measures for 
assessing children’s coping, they were excluded from data analysis. Subsequently, 
only the child version of the KIDCOPE was utilised as a measure of children’s 
coping.
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2.6 Inspection of the Data
Parametric Statistics. The following conditions had to apply before parametric 
statistics were used to inspect the data: 1) that a normal distribution of population 
values had been established through visual examination of the data’s distribution 
using histograms for each variable. In cases were histograms appeared to be skewed, 
Fisher’s skewness coefficients were used to determine the seriousness of the skew. 
Distributions were considered not to be significantly different from the normal 
distribution if the Fisher’s skewness coefficient fell between -1.96 and + 1.96 (Pett, 
1997); 2) that the dependent variable was measured on an interval-level scale; and 3) 
that equal variance was established according to Levene tests when comparing sets of 
data between two or more groups. Variances were assumed to be homogenous when 
non-significant Levene values were obtained at the 5% level (Bryman & Cramer, 
1990).
Non-parametric statistics. Non-parametric statistics were used to inspect data that 
violated one or more of the foregoing conditions. They were also used for dependent 
variables measured on nominal or ordinal scales (Pett, 1997).
Level o f significance. The alpha level for the study was set at .05 in order to reduce 
the likelihood of making a Type 1 error. Where possible, actual p-levels (i.e. p  =) are 
stated.
2.7 Analyses
2.7.1 Distribution of the data
Across groups. Preliminary analyses highlighted a number of skewed distributions 
across the three groups on measures of behaviour, depression and coping, suggesting 
that the data from these measures was not normally distributed. Fisher’s skewness 
coefficients for this data are presented in Table 2.1.
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Table 2.1 - Distribution of data across the groups: means, standard deviations and fisher’s 
skewness coefficients for measures of behaviour, psychological distress and coping.
Across Groups (N=75)
Measure Mean score SD Skew z score
CPRS-48
conduct 54.7 17.5 4.5
learning 63.3 21.2 0.8+
psychosomatic 53.9 15.8 6.1
impulsivity/hyperactivity 54.7 14.6 1.9+
anxiety 53.1 12.1 5.6
hyperactivity index 58.5 18.0 1.9+
CTRS-28
conduct 53.5 11.9 5.5
hyperactivity 51.4 11.1 4.2
inattentive/passive 51.9 11.8 1.4+
hyperactivity index 52.9 12.3 3.4
SDQ - parents 11.2 9.0 2.3
SDQ - teachers 9.1 8.3 2.9
RCMAS - total scores 12.4 6.8 0.7+
CDI - total scores 8.6 11.5 3.0
KIDCOPE
active-coping category 3.1 1.0 -3.5
avoidant-coping category 2.3 0.8 -0.5+
coping responses
distraction 0.9 0.3 -8.6
social withdrawal 0.6 0.5 -1.9+
cognitive restructuring 0.7 0.5 0.5+
self-criticism 0.6 0.5 -1.1+
blaming others 0.1 0.3 8.6
problem-solving 0.8 0.4 - 5.2
emotional regulation 0.9 0.3 -8.6
wishful thinking 1.0 0.2 -21.6
social support 0.8 0.4 -5.9
resignation 0.4 0.5 2.4
+ - normal distribution of data
Within groups. A number of skewed distributions were also revealed within the 
groups on measures of behaviour, these are presented in Table 2.2. Positive skews 
were typically found within Dyslexic group and normal achiever, and negative skews 
within the ADHD group. This is consistent with the expected differences in
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behaviour between the groups. Analysis of the distribution of Anxiety and 
Depression scores within each group suggests the data was normally distributed.
Table 2.2 - Distribution of data within groups: means, standard deviations and fisher’s scewness 
coefficients for measures of behaviour, psychological distress and coping.
Measure
Within Groups
ADHD
(N=22)
Dyslexic
(N=22)
Normal Achievers 
(N=31)
Skew z score Skew z score Skew z score
CPRS-48
conduct -0.6+ 3.4 1.8+
learning -1.9+ -1.2+ 1.7+
psychosomatic 1.3+ 3.8 4.3
impulsivity/hyperactivity -2.3 -0.4+ 4.7
anxiety 1.6+ 3.1 2.3
hyperactivity index -2.5 0.6+ 3.9
CTRS-28
conduct 2.3 2.1 2.6
hyperactivity 0.6+ 0.5+ 3.8
inattentive/passive -1.4+ -0.5+ 3.8
hyperactivity index 1.0+ -0.3+ 3.6
RCMAS - total scores -1.7+
too 0.1+
CDI - total scores 1.0+ 0.2+ 1.7+
KIDCOPE
active-coping category 0.3+ -2.9 -3.9
avoidant-coping -0.3+ -1.2+ 0.2+
category
+ - normal distribution of data
2.7.2 Descriptive statistics
Contingency-table analyses in conjunction with chi-square as a test of statistical 
significance were computed for categorical and ordinal data obtained from the parent 
and teacher questionnaires. Pearson chi-square (%2) is reported when valid use of chi- 
square analysis was met. Fisher’s Exact tests are reported when the minimum 
requirements for chi-square analysis were violated (i.e. in cases were the expected cell 
frequencies in 2x2 tables were less than five, or in larger tables where more than 20% 
were less than five) (Bryman & Cramer, 1990).
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As skewed distributions were found in the Connors and SDQ data, Kruskal-Wallis 
one-way ANOVA’s were used to examine differences between the three groups for 
behaviour. This was followed by post-hoc comparisons using Mann-Whitney U tests 
to determine which groups were significantly different. T-tests were used to test for 
significant differences between groups which had normally distributed data.
2.7.3 Analyses of research questions
Planned and unplanned comparisons. Both parametric and non-parametric one-way 
ANOVA’s were conducted to test for differences in levels of psychological distress 
and Active and Avoidant Coping responses across the three groups. Bonferroni tests 
were used to make unplanned pairwise multiple comparisons between the groups 
following one-factor ANOVA’s, which were used for normally distributed data (i.e. 
anxiety scores). Post hoc comparisons using Mann-Whitney tests were used to 
determine differences between groups following Kruskal-Wallis one-way ANOVA’s, 
which were used for data that was not normally distributed (i.e. depression scores). A 
simple Factorial ANOVA was performed to calculate effect of age on psychological 
distress and coping. Chi-square analyses were used to examine differences across the 
groups for use of the individual coping responses. This was followed by contingency- 
table analyses to further examine differences in individual coping between the groups.
Correlational analyses. Spearman’s rho correlations were conducted to explore 
associations between parent and child ratings of emotional distress (two-tailed), and 
Active and Avoidant Coping and psychological distress across the groups (one­
tailed). Point-biserial correlations (rPb) were undertaken to examine the strength of the 
association between individual coping responses and levels of psychological distress 
within the groups, due to associations being made between dichotomous and interval 
data.
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3. RESULTS
The results are presented in three sections. The first presents information concerning 
the representativeness of the sample, the second, descriptive statistics and preliminary 
group comparisons and the last, statistical analyses corresponding to each of the 
research questions.
3.1 Representativeness of the sample
The following results represent information obtained from 75 children, who ranged in 
age from 8.1 to 11.9 years (Af = 9.4, SD = 1.0), and their parents and class teacher. 
The total sample comprised 22 children with ADHD (M = 93  years, SD = 1.1 years), 
22 children with Dyslexia (M = 9.5 years, SD = 0.9 years), and 31 normal achievers 
(M = 93  years, SD = 1.1 years). No significant differences were revealed between the 
groups for age (F(2,72) = 0.2, p = 0.86), parental status, or ethnicity. 81.8%, 86.4% 
and 96.7% of the ADHD, Dyslexic and normal achievers’ parents were married, and 
all the participants were white.
To assess the representativeness of the sample, descriptive variables were compared 
for participants whose data was included in the study and those whose data was 
excluded. No significant differences were found. Comparisons between these 
samples and descriptive variables for the Exclusion sample are presented in Tables 1.1 
and 1.2 presented in Appendix I. As a further check of representativeness, a 
comparison was made between the consenting subjects (M = 9.4 years, SD = 1.0) and 
nonconsenting subjects (M = 9.0, SD = 0.9) in terms of age. No significant difference 
was found (r(94)= 1.4, p = 0.26). It can therefore be concluded that the sample is 
fairly representative based on the variables measured.
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3.2 Preliminary group comparisons
3.2.1 Clinical status and behaviour
Both groups of children with ADHD and Dyslexia had been diagnosed with the 
disorder by someone qualified to do so, however, the criteria for diagnosis is likely to 
have varied between individuals due to differences in professionals making the 
standardised judgements. No significant difference was found between the ADHD {M 
= 23.9 mths, SD = 13.7 mths) and Dyslexic group (M = 30.0 mths, SD = 15.1 mths) 
for length of time since diagnosis (f(42) = -1.5, p  = 0.15). 50% of the ADHD group 
were receiving pharmacological treatment for their disorder. Ritalin was the only 
medication being utilised.
Examination of the overall behavioural profiles (presented in Table 3.1) of the test 
results obtained from the Conner’s rating scales, indicated that the ADHD group had 
quite a severe level of disorder, despite half the sample receiving psychostimulant 
medication. Parents reported clinically significant levels of Conduct, Learning, 
Impulsivity and Hyperactivity problems in this group (>T65). In addition, high levels 
of Psychosomatic problems were reported which almost reached the criteria for 
clinical significance (T64).
The profiles for the two control groups however, indicated a “normal” behavioural 
pattern with the exception of an elevated T-score for Learning problems in the 
Dyslexic group, as would be expected (Conners, 1990). Interestingly, teachers 
generally reported less behavioural problems across the groups at school. The only 
indication of a clinically significant problem reported by teachers was found in the 
ADHD group, which had an elevated score for Hyperactivity. The discrepancy 
between the parent and teacher reports, particularly for the ADHD group, may be due 
in part to real differences between observed behaviours at home and at school, but 
may also have been due to different views between parents and teachers about the 
types of problematic behaviours and emotions that characterise the disorder. 
However, medication may also have had an impact in positively moderating the
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behaviour of children with ADHD at school. Interestingly, there appeared to be little 
variation between the profiles of parents and teachers for the normal achievers, 
highlighting perhaps a greater reliability of reporting of behaviour in low base-rate 
groups.
Table 3.1 - Descriptive characteristics of sample for behaviour: means and standard deviations 
(SD).
Group
ADHD Dyslexia Normal
Achievers
Variable N=22 N=22 N=31 P =
Parent-reported problems
CPRS-48: range = 34-100+a
conduct 74.0 (18.8) 49.0 (10.2) 45.1 (6.4) 28.9, p <  0.0001
learning 81.3 (13.1) 73.1 (18.5) 43.5(5.6) X 2 k - w =  45.9, p <  0.0001
psychosomatic 63.7 (21.2) 52.7 (14.1) 47.8 (6.9) X 2 k - w  = 7 .4 ,p  = 0.025
impulsivity/hyperactivity 69.9(11.4) 50.9 (8.9) 46.6(11.6) % 2 k . w =  40.0,/?< 0.0001
anxiety 58.5 (16.4) 54.7 (10.7) 48.0 (6.4) X 2 k - w  = 8.6,/? = 0.01
hyperactivity index 79.2 (13.2) 58.6 (10.7) 43.7 (7.3) X 2 k - w =  49.4,/? <0.0001
SDQ b
total score (range = 0-40) 22.4 (6.5) 10.5 (3.7) 3.7 (3.3) y 2k = 52.6, p  < 0.0001
emotional problems (range 0-10) 3.7 (3.6) 2.0 (1.2) 0.9 (1.5)
/V fk W ' L
X2k-w = 19.4,/? = 0.001 
% % = 47.2,/? <0.0001impact (range = 0-10) 4.5 (2.0) 2.0 (1.9) 0
Teacher-reported problems
CTRS-28: range = 38-100+ a
conduct 63.6(13.1) 54.8 (9.9) 45.3 (3.5) X2k-w =41.9,/? <0.0001
hyperactivity 61.7 (12.4) 51.4(7.9) 44.1 (4.5) X2k-w = 34.0, p  < 0.0001
inattentive/passive 62.6 (9.2) 56.3 (9.0) 41.2 (3.5) X 2 k - w =  47.9,/? <0.0001
hyperactivity index 65.4(11.6) 53.9 (8.5) 43.3 (4.3) X 2 k - w  =44.9,/? <0.0001
SDOb
total score (range = 0-40) 17.8 (7.5) 10.0 (5.1) 2.2 (2.8) %% =48.8,/? <0.0001
emotional problems (range 0-10) 2.7 (2.2) 2.0 (2.1) 0.6 (1.1) X2k-w =21.0,/? <0.0001
impact (range = 0-6) 1.7 (1.4) 1.4 (1.4) 0 y2k.*= 34.7, p <  0.0001
a - values represent T-scores from CPRS-48 and CTRS-28. Clinical significance - test scores above 
65T for ADHD and Dyslexic groups and above 70T for normal achievers (low base-rate group).
b - “Caseness" - Total Difficulties score: normal (0-13), borderline (14-16), abnormal (17-40); 
Emotional problems score: normal (0-3), borderline (4), abnormal (5-10); Impact score: normal (0), 
borderline (1), abnormal (2 or more).
Kruskal-Wallis tests revealed significant differences among the three groups on all the 
subscales of behaviour rated by parents and teachers. Post-hoc analyses using Mann- 
Whitney tests, indicated that the children with ADHD had significantly more conduct 
(z = -4.1, p < 0.0001), psychosomatic (z = -2.0, p = 0.-05) and impulsivity / 
hyperactivity (z = -4.6, p < 0.0001) problems than the children with Dyslexia, and
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significantly more conduct (z = -5.0, p < 0.0001), psychosomatic (z = -2.6, p = 0.009), 
impulsivity / hyperactivity (z = -4.9 p < 0.0001) problems than the normal achievers, 
as rated by parents. No significant difference was found between the ADHD and 
Dyslexic group for Learning problems (z = -1.6, p = 0.1), however both these groups 
had significantly more problems with learning than the normal achievers (p < 0.0001), 
as expected. The children with ADHD were also found to have significantly more 
behavioural problems at school in terms of conduct (z = -2.6, p = 0.008), hyperactivity 
(z = -2.8, p = 0.005) and inattention and passivity (z = -2.3, p = 0.02) than the 
Dyslexic group and normal achievers (z = -5.8, p < 0.0001; z = -5.4, p < 0.0001; z = - 
5.9, p < 0.0001, respectively).
Mann-Whitney tests revealed that the ADHD group had significantly higher levels of 
anxiety, as rated by parents, than the normal achievers (z = -2.2, p < 0.03), but similar 
levels of anxiety to Dyslexic group (z = -0.5, p  = 0.6). Interestingly, the Dyslexic 
group was also reported by teachers to have significantly more problems with 
conduct, hyperactivity, inattention and passivity than the normal achievers at school 
(p < 0.0001). However, the impact of behavioural problems in terms of distress and 
social impairment (i.e. interference with homelife, friendships, classroom learning, 
and leisure activities) for the child, was shown to be far greater for the children with 
ADHD than the children with Dyslexia (z = 3.5, p = 0.0005), according to parent 
ratings on the SDQ. Furthermore, analyses of the parent and teacher ratings on the 
SDQ indicated that the ADHD and Dyslexic group had significantly more emotional 
problems than the normal achievers (z = -3.8., p = 0.0002; z = 3.6, p < 0.0003 
respectively), but equivalent levels to each other (z = -1.1, p = 0.3).
3.2.2 Educational status
Although chi-square analyses could not be performed to measure association across 
the groups in terms of educational attainment and special education provision, 
significant differences were found between the groups using Mann-Whitney tests. As 
the frequencies presented in Table 3.2 suggest, the children with Dyslexia 
demonstrated significantly lower levels of educational attainment than the children 
with ADHD (z = -3.1, p = 0.002), according to performance on national standard
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educational tests. However, there was no significant difference between the ADHD 
and Dyslexic group in levels of special educational provision or special needs 
assistance that were being provided with.
Table 3.2 - Descriptive characteristics o f sample for educational status: numbers of children and 
row percentages (%).
Group
Variable
ADHD
N=22
Dyslexia
N=22
Normal
Achievers
N=31 P =
Educational status
Level o f educational attainmenf 
well above standard, above 
at standard expected 
below standard, well below
0 (0%) 
10 (45.5%) 
12 (54.5%)
0 (0%) 
1 (4.5%) 
21 (95.5%)
7 (22.5%)
22 (71.0%) 
2 (6.5%)
EPA b 3.6 (0.7) 4.1 (0.6) 2.6 (0.4) x \ . w = 43.4, p< 0.0001
Special educational provision 
None
Stage 2 (special needs register) 
Stage 3 (county support)
Stage 4 (statement /pupil support)
3 (13.6%) 
6 (27.3%)
9 (40.9%)
4 (18.2%)
2 (9.1%) 
12 (54.6%) 
7 (31.8%) 
1 (4.5%)
31 (100%)
'
Special needs assistance (minutes) 145.90 (235.9) 82.7 (71.8) 0 (100%) z  = -0.3, p = 0.8
a - values represent level of attainment on national standard educational tests.
b - values represents educational attainment-point averages (1= well above standard, 3 = at standard 
expected, 5= well below standard) according to national standard educational tests.
Summary. To summarise, the descriptive statistics show significant differences 
across the groups on measures of behaviour and educational attainment. Analyses of 
differences between the groups suggest that the children with Dyslexia had similar 
difficulties to the children with ADHD, although not as a marked, but significantly 
different problems to the normal achievers. It can therefore be concluded that the 
children with Dyslexia and normal achievers that participated in the study appear to be 
suitable controls.
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3.3 Analyses of the Research Questions
3.3.1 Analysis of psychological distress
One-way Analyses of Variance were conducted to test whether children with ADHD 
experience higher levels of psychological distress than children with Dyslexia or 
normal achievers. Total group mean scores for Anxiety and Depression across all 
groups are illustrated in Figure 3.1. Significant differences were found between the 
groups on measures of Anxiety (F(2,72) = 26.2, p  < 0.0001) and Depression (% %  
(2)= 38.4, p  < 0.0001). Simple Factorial ANOVA’s revealed that the main effects for 
group still held for Anxiety (F(2)=25.9, p < 0.0005) and Depression (F(2)=32.8, p < 
0.0005) regardless of age.
20 - ADHD
Dyslexic
Normal
18.2 (6 .0)
£ 13.4 (5 .5)O 14 -
V)
c 12 -  
(6
E  1 0  - -
12.7 (5 .6)
B 7.7 (4 .5)
6 - 5.1 (4 .5)
4 -
Anxiety Depression
RCMAS Range (0-28) CDI Range (0-54)
Figure 3.1. lotal group mean scores for Anxiety and Depression across all groups, measured by 
the RCMAS and CDI: ‘Caseness’ for the RCMAS (diagnostic cut-off score = 17-18) and the CDI 
(research cut-off score = 16; diagnostic cut-off score = 19-20). The RCMAS and CDI were highly 
correlated (r = 0.7, p < 0.0005).
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3.3.1.1 Anxiety
Levene’s test showed that the variance in total group mean scores for Anxiety across 
the groups was homogeneous, thereby allowing unplanned pairwise comparisons to 
be made between the groups using the Bonferroni test. The results suggest that the 
children with ADHD had significantly higher levels of anxiety than the children with 
Dyslexia (p < 0.01) and normal achievers (p < 0.0001). Further, the levels of anxiety 
in the Dyslexic group were significantly higher than that of the normal controls 
(pcO.OOl).
Using a diagnostic cut-off score of 18 and above obtained from normative samples of 
children (boys aged 8-11 years) available for the RCMAS (Reynolds & Richmond, 
1978), it was revealed that 64% of the ADHD group’s Anxiety scores fell within the 
clinical range for anxiety, compared to 18 % of the Dyslexic group. None of the 
Anxiety scores corresponding to the normal achievers fell within this range.
3.3.1.2 Depression
Post hoc comparisons using Mann-Whitney tests also suggested that the children with 
ADHD had higher levels of depressive symptomatology than the children with 
Dyslexia (z = -2.8, p = 0.005) and normal achievers (z = -5.4, p < 0.0001). 
Moreover, significantly higher levels of depressive symptomatology were found in 
the Dyslexic group compared to the normal controls (z = -4.4, p < 0.0001).
Using a research cut-off score of 16 for ‘caseness’ proposed by Finch and Saylor 
(1985), it was revealed that 59% of the ADHD group’s Depression scores fell within 
the clinical range for depression, compared to 23% of the Dyslexic group. None of 
the Depression scores of the normal achievers fell within this range. Further 
comparison with percentile equivalents from normative data available for boys aged 
7-12 years, reported by Kovacs (1982), suggests that the ADHD group had a higher 
mean total symptom score than 90 percent of all boys of a similar age. Interestingly, 
the total mean score for the normal achievers scored at the 25th percentile, suggesting 
that as a group they had a lower mean total symptom score than 75% of all boys aged 
7-12.
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3.3.1.3 Parent ratings o f internalising symptoms
Examination of the children’s internalising symptom scores (i.e. reports of 
psychosomatic problems) rated by parents on the CPRS-48 (Table 3.1) revealed that 
the ADHD group had significantly greater numbers of internalising behaviour 
problems than the children with Dyslexia and normal achievers, although the mean T- 
score for the ADHD group just fell short of clinical significance. Parents ratings of 
their children’s internalising symptoms on the CPRS-48, were however unrelated to 
the child ratings of anxiety (r = -.06, p = 0.8) or depression (r = .27, p  = 0.2), 
according to two-tailed Spearman’s rho correlations. Similar correlations were also 
demonstrated between parent ratings of their children’s emotional problems on the 
SDQ and child ratings of anxiety (r -  .13,/? = 0.6) and depression (r = .35,/? = 0.1).
3.3.2 Analysis of coping responses
One-way Analyses of Variance were performed to test whether children with ADHD 
differ from other children in the coping responses they use to deal with day-to-day 
stressors, for instance, difficulty with school homework. Because only 68% of the 
total sample reported having experienced this problem before, only the KIDCOPE 
Frequency scale is reported here as the reliability of the Efficacy ratings is 
questionable.
3.3.2.1 Frequency o f problem scenario
Interestingly, chi-square analysis revealed a significant frequency difference between 
the groups for past experience of the problem scenario (%2(2) = 11.0, p  = 0.004). 
Ninety-one percent (N=20) of the ADHD group reported having experienced past 
problems completing school homework, compared to 73% (N=16) of the Dyslexic 
group and 48% (N=15) of the normal achievers. There was no significant difference 
between the ADHD and Dyslexic group for past experience of the problem (Fisher’s 
Exact (two-tailed) = 0.2).
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3.3.2.2 Analysis o f Active and Avoidant Coping
The total number of coping responses, Active and Avoidant, used by each group was 
calculated and the groups were compared using parametric and non-parametric one­
way ANOVA’s. This was to test whether there was any difference between the 
groups in the type of coping responses reported. Figure 3.2. illustrates the total mean 
scores and standard deviations for use of Active and Avoidant Coping responses 
across the groups in dealing with the problem scenario. Higher scores for Active 
Coping are considered to be more positive in dealing with this particular situation, 
and lower scores, more negative.
4 T.
active
avoidant
ADHD Dyslexic Normal
Figure 3.2. Means and standard deviations of Active and Avoidant Coping Responses across all 
groups.
Active coping. Significant differences were found between the groups for Active 
Coping (x2k_w = 11.7, p = 0.003), with post hoc comparisons revealing that the 
children with Dyslexia (z = -2.9, p = 0.003) and normal achievers (z = -2.9, p = 0.003) 
used significantly more Active Coping responses than the children with ADHD. No
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significant difference was found between the Dyslexic group and normal controls for 
use of Active Coping responses to deal with the problem scenario (z = -0.12, p = 0.9). 
Further analysis of the main effects for group still held regardless of age (F(2)= 4.8, p 
= 0.01).
Avoidant Coping. No significant difference was found between the groups for 
reported use of Avoidant Coping responses to deal with the problem scenario (F(2,72) 
= 1.54, p = 0.2).
There was no significant difference between the groups on the total number of coping 
responses reported on the KIDCOPE (F(2,72) = 1.1, p = 0.35). The mean number of 
coping responses reported by the ADHD group was 5.1 (SD = 1.3). This was similar 
to the Dyslexic group (mean = 5.7, SD = 1.2) and the normal achievers (mean = 5.5, 
SD = 1.6).
Analysis o f  individual coping responses
As frequency distributions revealed that much of the data violated the assumptions for 
parametric analysis, group differences were examined with nonparametric statistics. 
Figure 3.3. shows the frequency of individual coping responses reported across the 
groups.
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Figure 3.3. Frequency (%) of individual coping responses across all groups: % refers to children 
reporting that they used (or would use) the coping response to help them deal with the problem 
scenario.
Chi-square analysis revealed significant differences across the groups for two coping 
responses: Cognitive Restructuring (%2(2) = 8.3,/? = 0.02) (e.g. “I tried to see the good 
side of things”) and Problem-solving (%2(2) = 11.82, p  = 0.003) (e.g. “I tried to fix the 
problem by thinking of answers / doing something or talking to someone”). No other 
significant differences were found across the groups, although frequency differences 
in use of Resignation (e.g. “I did not do anything because the problem could not be 
fixed”) just fell short of significance (%2(2) = 5.46, p  = 0.07).
Contingency-table analyses (Group x Response Frequency) were used to further 
examine the differences in Cognitive Restructuring and Problem-solving between the 
groups. The analyses revealed that children with ADHD were less likely than 
children with Dyslexia (%2(1) = 4.5, p = 0.03) or normal achievers (%2(1) = 7.3, p = 
0.007) to use Cognitive Restructuring to help them deal with the problem. A similar 
pattern was also found for use of Problem-solving coping responses in the ADHD
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group. The findings suggest that the children with ADHD were also less likely than 
children with Dyslexia (%2(1) = 9.8, p = 0.002) or normal achievers (%2(1) = 5.4, p  = 
0.02) to use Problem-solving coping responses to help them deal with the problem 
scenario. No significant differences were found between the Dyslexic group and 
normal achievers for use of Cognitive Restructuring (%2(1) = 0.2, p  = 0.7) or Problem­
solving coping responses (%2(1) = 1.7, p = 0.2).
Examination of the individual coping response frequencies in Figure 3. also suggests 
that the ADHD group were more likely to use negative strategies such as Social 
Withdrawal (e.g. “I stayed by myself / kept quiet about the problem”) to help them 
deal with the problem scenario than children with Dyslexia, however, the difference 
just fell short of significance (%2(1) = 3.5, p  = 0.06). However, no significant 
difference was found between the ADHD group (%2(1) = 1.5, p  = 0.2) and normal 
achievers for use of Social Withdrawal. Interestingly, both the ADHD and Dyslexic 
group reported greater frequencies of Resignation compared to the normal achievers 
(x2 (1) = 4.2, p = 0.04).
Interestingly, the most commonly reported coping responses used to deal with the 
problem scenario across the groups were Distraction (e.g. “I just tried to forget about 
it / watched T.V. to forget about it”), Emotional Regulation (e.g. “I yelled, screamed 
or got mad / tried to calm myself down”) and Wishful Thinking (e.g. “I wished the 
problem had never happened / wished I could make things different”).
3.3.3 Analysis of the relation between coping responses and 
psychological distress
3.3.3.1 Relation between coping type and psychological distress
One-tailed spearman’s rho correlations were performed to investigate the relationship 
between Active and Avoidant Coping responses and psychological distress across the 
sample. Significant positive correlations, although modest, were found between
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Avoidant Coping and Anxiety (r = .37, p  = 0.001) and Avoidant Coping and 
Depression (r = .39, p < 0.0005) across all groups. No significant correlations were 
found between Active Coping and Anxiety (r = -.06, p  = 0.3), or Depression (r = -.13,
p = 0.1).
Modest correlations (Table 3.3) were also found between Avoidant Coping and 
psychological distress within the ADHD group and normal achievers, suggesting a 
significant relation between use of Avoidant coping and increased levels of 
psychological distress in these groups. However, as the present study is correlational, 
these findings should not be interpreted as implying any causal direction, as increased 
use of Avoidant coping responses may be functionally related to the cognitive and 
motivational effects of depression.
Table 3.3 - Spearman’s correlations (r) between Active and Avoidant Coping and Psychological 
Distress within the groups.
Group
ADHD Dyslexic Normal Achievers
(N=22) (N=22) (N=31)
Coping Type Anxiety Depression Anxiety Depression Anxiety Depression
Active to 00 Ê3 .22 .25 .03 .05
Avoidant .38* .45* .11 .26 .41** .44**
One-tailed - * p  < 0.05, ** p < 0.01
3.3.3.2 Relation between individual coping responses and psychological distress
Point-biserial correlations (rPb) were undertaken to examine the strength of the 
association between individual coping responses and psychological distress in 
children with ADHD. The results of this analysis are presented in Table 3.4., along 
with point-biserial correlations for the children with Dyslexia and normal achievers.
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Table 3.4 - Point-biserial Correlations (rpb) between individual coping responses and 
Psychological Distress within each group.
Group
ADHD Dyslexic Norm al Achievers
(N=22) (N=22) (N=31)
Coping Type Anxiety Depression Anxiety Depression Anxiety Depression
Active Responses
Cognitive .08 -.37* .08 -.07 -.25 -.16
Restructuring
Problem-solving .11 .13 .18 .19 .17 .13
Social Support .28 .27 .38* .47** .23 .30*
Emotional .47** -.1 .08 .30 .07 .03
Regulation
Avoidant Responses
Distraction .09 .19 .21 .47** .25 .30*
Blaming Others .15 .36* -.06 -.19 .25 -.03
Wishful Thinking .13 .24
Resignation .38* .54** .04 .13 .24 .38*
Negative Responses
Social Withdrawal -.09 -.07 -.09 -.21 -.03 -.05
Self-criticism -.10 -.26 .09 -.22 .09 -.27
One-tailed -*  p <  0.05, **/? < 0.01
Children with ADHD
Examination of the association between individual coping responses and Depression 
showed that for children with ADHD there was a significant negative correlation 
between depression and the use of Cognitive Restructuring as a coping response. 
However the relationship between Depression and Cognitive Restructuring was 
marginal (r2), with Cognitive Restructuring accounting for only 14% of the variance in 
children’s depression scores. Significant positive correlations were found between 
Depression and use of Resignation and Blaming Others as methods of coping. The 
relationship between Depression and Resignation was moderate (r2), with Resignation 
accounting for 29% of the variance in Depression scores. However, the relationship 
between Depression and Blaming Others was marginal (r2), with Blaming Others only 
explaining 13% of the variance in depression scores. A significant positive 
correlation was also found between Anxiety and use of Emotional Regulation and 
Resignation as methods of coping. The relationships between Emotional Regulation 
and Resignation and Anxiety were also marginal (r2), with Emotional Regulation
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explaining 22% of the variance in Anxiety scores, and Resignation explaining 14% of 
the variance in these scores.
Children with Dyslexia
Examination of the association between individual coping responses and Depression 
in the children with Dyslexia showed that there were significant positive correlations 
between Depression and the use of Social Support and Distraction as coping 
responses. Both of these methods of coping explained 22% of the variance in 
Depression scores in this group, suggesting a marginal relationship between Social 
Support and Distraction and depressive symptomatology. A positive association 
which was significant was also found for the use of Social Support as a method of 
coping and Anxiety. However, the relationship was marginal, with Social Support 
only explaining 14% of the variance in Anxiety scores.
Normal Achievers
Examination of the association between individual coping responses and Depression 
in the normal achievers showed significant positive correlations between Depression 
and use of Social Support, Distraction and Resignation. However, the relationship 
between Depression and each of these coping responses was weak, with only 9%, 9% 
and 14% respectively, of the variance in Depression scores being explained by these 
responses.
3.3.3.3 Relation between coping and psychological distress in children with 
ADHD, compared to other children
As Table 3.4. demonstrates, four coping responses - Cognitive Restructuring, 
Emotional Regulation, Resignation and Blaming Others were significantly associated 
with levels of psychological distress in children with ADHD. This differs to the 
association between individual coping responses and psychological distress found for 
the Dyslexic group and normal achievers. In contrast to the ADHD group, significant 
associations were found between Social Support and Distraction and increased levels 
of psychological distress in children with Dyslexia and normal achievers.
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4. DISCUSSION
4.1 Overview of the current study
This study was a first step toward exploring the concepts of psychological distress and 
coping in children with ADHD. The main aims of the study were: 1) to investigate 
whether children diagnosed with ADHD had higher levels of psychological distress 
(broadly defined) compared to other children; 2) to investigate whether children with 
ADHD differed from other children in the coping responses they use to deal with a 
common school stressor; and 3) to explore whether there was an association between 
coping responses used and levels of psychological distress in children diagnosed with 
ADHD, and whether this differed to other children without the disorder.
In order to achieve this a cross-sectional mixed design was employed comparing three 
groups of children aged 8-11 years: children with ADHD, children with 
developmental reading disorder (Dyslexia) and normal achievers (all of whom were 
attending mainstream junior schools), on measures of psychological distress and 
coping. The data presented was based on information obtained from a total sample of 
75 children who satisfied a strict criteria for inclusion in the study. Analyses 
confirmed that the total sample was fairly representative of the sample of children 
originally identified for the study, that the control groups were satisfactory, and that 
the measures used had psychometric adequacy and moderate utility in exploring 
psychological distress and coping in this population.
The results presented here address the three main aims of the study and are discussed 
in the following section in the light of relevant literature presented in the Introduction 
to this study.
249
Research Section: Large Scale Research Project
4.2 Consideration of the research questions
4.2.1 Do children diagnosed with ADHD experience higher levels of 
psychological distress compared to other children?
To begin with, it was hypothesised that children with ADHD would have higher levels 
of psychological distress (anxiety and depression) compared to other children. The 
data demonstrated that the children with ADHD had significantly higher levels of 
psychological distress (anxiety and depression) than the children with Dyslexia or 
normal achievers, confirming the original hypothesis. The data also indicated that the 
average level of psychological distress reported by the children with ADHD fell 
within the clinical ranges documented for mild anxiety and depression (Reynolds & 
Richmond, 1978; Finch & Saylor, 1985). Thus suggesting that the level of
psychological distress in the ADHD sample as a whole, was beyond that found in 
normal populations of children.
These findings are consistent with studies mentioned earlier that have demonstrated 
increased levels of anxiety and depression in children with ADHD (Lahey et ah, 1984; 
King & Young, 1992; Parker, 1997). The foregoing studies conclude that the children 
with ADHD may be at greater risk for developing emotional problems because of 
difficulties related to their behaviour (including academic and interpersonal 
difficulties), and low self-esteem resulting from prolonged environmental failure and 
continued exposure to negativity and disapproval from others. Although these factors 
were not directly investigated in the current study, the data obtained from parents and 
class teachers demonstrates that the sample of children with ADHD had a quite a 
severe level of behavioural disorder, including problems with conduct and learning, as 
measured by the Conner’s Rating scales. Their behavioural problems were also 
shown to have had a marked impact on their everyday life and emotional well-being, 
according to parent and teacher ratings on the SDQ, and may have contributed to the 
increased levels of psychological distress reported by the ADHD group.
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Although the levels of psychological distress in the Dyslexic group fell well within 
the clinical range of normal functioning, this group did appear to have elevated scores 
of Anxiety and Depression compared to normally achieving peers, suggesting they 
were experiencing subclinical levels of psychological distress. This may have been 
related in part, to the behavioural and learning problems that this group presented 
with, which were significantly greater than the normal achievers’. However, the data 
can not provide conclusive evidence for this.
4.2.2 Do children with ADHD differ from other children in the coping responses 
they use to deal with a common school stressor?
The three groups were compared for reported coping responses used to deal with a 
common school stressor, i.e. difficulty with school homework. Children in the ADHD 
and Dyslexia group commonly reported problems with homework compared to the 
normal achievers, as measured by the KIDCOPE. It was hypothesised that children 
with ADHD would report fewer Active Coping responses than children with Dyslexia 
or normal achievers to help them deal with problems with school homework. This 
hypothesis was supported by the data. The findings demonstrated that children with 
ADHD were less likely than the other children to respond to the problem with Active 
Coping. Furthermore, post-hoc analyses revealed that the children with ADHD were 
also less likely than the two control groups to rely on active coping strategies such as 
Cognitive Restructuring or Problem-solving to help them manage the problem.
No difference was found between the Dyslexic group and normal achievers for use of 
Cognitive Restructuring or Problem-solving, or frequency of Active Coping. These 
findings suggest that children in general may employ more active coping responses, 
including cognitive restructuring and problem-solving, to manage difficulties with 
school homework. Similar findings have also been reported in earlier research, which 
has shown that the most common responses used by children between the ages of 6 
and 12 to manage problems with school work, are ones involving efforts that actively 
modify the situation, such as problem-solving and cognitive restructuring, rather than 
avoiding the situation by doing nothing at all (Band & Weisz, 1988; Spirito et a l, 
1991; Wertlieb et a l, 1987b).
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Although the children with ADHD reported fewer Active Coping responses, no 
significant differences were found between the groups for reported use of Avoidant 
Coping, or in the total number of coping responses used. This suggests that the 
children with ADHD were using other coping strategies more frequently than the 
other children, that had not been categorised as either Active or Avoidant, to help 
them deal with problems with school homework. Examination of the individual 
coping responses used by the children indicated that the ADHD group were more 
likely to use negative strategies, such as Social Withdrawal, when faced with 
difficulties with homework, than the Dyslexia group or normal achievers. However, 
there were no statistically significant difference between the groups for use of this 
strategy.
It is interesting to note, that the children with ADHD and Dyslexia reported 
significantly greater use of Resignation in dealing with problems with school 
homework than the normal achievers. As problems with homework were commonly 
reported by the children with ADHD and Dyslexia, it is possible that the children 
were more resigned to not being able to do anything about the problem due to past 
experiences of failure in being able to cope with problems with homework. However, 
as the data does not inform us of the extent to which these children had experienced 
problems with homework in the past, only tentative inferences can be drawn about the 
use of this coping response to deal with such problems.
In general, it was evident from the results that there was a tendency for all of the 
children to use coping responses that were not logically effective in helping them to 
deal with the problem, such as Distraction, Wishful Thinking, and Resignation. 
Interestingly, Distraction and Wishful Thinking, in addition to Emotional Regulation, 
were the most frequently employed coping responses reported across the groups. This 
finding suggests that the total sample as a whole used more emotion-focused coping 
responses to deal with the school stressor than problem-focused coping. This is 
consistent with developmental findings in children’s coping, which indicate greater 
use of emotion-focused coping in children of this age (i.e. age 9 and older) compared
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to younger children (Alsthuler & Ruble, 1989; Band & Weisz, 1988; Compas et al., 
1988; Curry & Russ, 1985; Jensen, 1971). However, it may also be related to the 
levels of dependence that children of this age still have on their parents to problem- 
solve for them, which has not been addressed in the coping literature.
4.2.3 Is there an association between coping responses and levels of 
psychological distress in children with ADHD, and does this differ to other 
children?
4.2.3.1 Active versus Avoidant Coping and psychological distress
It was hypothesised that increased levels of psychological distress in children with 
ADHD would be associated in part, with less Active and more Avoidant coping 
responses than children without the disorder. This hypothesis was partially supported 
by the data. Only a moderate relationship was found between increased use of 
Avoidant Coping and Anxiety and Depression in the sample of children with ADHD. 
This finding is consistent with earlier studies of depressed and conduct disordered 
adolescents, in which adolescents identified as having psychological or behavioural 
problems, were more likely to respond to stressors using avoidant methods of coping 
compared to adolescents without such problems (Ebata & Moos, 1991). A significant 
positive relationship between Avoidant Coping and psychological distress was also 
demonstrated in the current study in the normal achievers, but not in the children with 
Dyslexia. This might offer some explanation for why the children with ADHD had 
higher levels of psychological distress than the children with Dyslexia, despite them 
experiencing similar problems.
4.2.3.2 Individual coping responses and psychological distress
Further examination of the relationship between individual coping responses and 
levels of psychological distress, indicated increased levels of depression in those 
children with ADHD who did not use Cognitive Restructuring, or tended to blame 
others or use resignation as methods of coping when faced with difficulties. Although 
few studies have examined the relationship between coping and psychological distress 
in children, similar relationships were found in depressed children by Spirito et al.
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(1996), who demonstrated that depressed children (aged 12-17) were less likely to use 
cognitive restructuring than non-depressed children. The findings from both of these 
studies are consistent with cognitive theory which states that individuals who engage 
more in positive reframing (cognitive restructuring) manifest less depression (Beck, 
1976).
Earlier studies have reported negative relationships between problem-solving coping 
and psychological distress in children and adolescents (Compas et al., 1988; Glyshaw 
et a i, 1989). These findings were not supported by the current study, although the 
frequency of problem-solving coping reported by children with ADHD, who had 
higher levels of psychological distress compared to the other two groups, was 
significantly less. The discrepancy between these findings may be attributable to 
differences in the coping measures used in the studies, in addition to reduced ability of 
statistical tests to find significant relationships between the variables given the small 
sample size of the current study.
Increased levels of anxiety in children with ADHD was also found to be related to use 
of resignation and emotional regulation. However, it was not possible to ascertain 
from the data whether the relation between emotional regulation and anxiety was 
associated with “yelling, screaming and getting mad”, or attempts to “calm” oneself 
down. Nonetheless, the raw data indicated that children with ADHD were more likely 
to loose their temper than attempt to calm themselves down when faced with a 
problem with homework. This is consistent with difficulties that these children are 
reported to have in self-regulating their behaviour (Reynolds, 1990) and supports 
earlier studies that have found increased use of emotion-focused coping in children 
with more emotional and behavioural problems (Compas et a l , 1988).
A significant association was also found between increased use of social support as a 
method of coping and increased levels psychological distress in the Dyslexic group 
and normal achievers, but not in the children with ADHD. However, it is not possible 
to ascertain from the data the reason for the difference between these groups or the 
causal direction of the relationship between social support and psychological distress.
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Interestingly, the findings were not consistent with earlier studies which have 
demonstrated reduced levels of distress in those seeking social support (Cohen & 
Wills, 1985; Dubow et a l, 1991; Ystgaard, 1997).
4.2.3.3 Commonalities and differences between the groups in coping and 
psychological distress
In general, children with ADHD tended to employ coping responses that were 
considered to be less effective in dealing with common problems with homework, 
including distraction, social withdrawal, wishful thinking and resignation. However, 
this did not differ significantly to children with Dyslexia or normal achievers, and was 
not positively related to increased psychological distress. The findings suggested 
instead, that psychological distress in children with ADHD was positively related to 
emotional regulation, blaming others and resignation, and negatively related to 
cognitive restructuring. This was not found for children without the disorder.
It is important to note however, that the relationship between the coping responses and 
levels of psychological distress discussed here, were at best, marginal, and therefore 
firm conclusions should not be drawn from the data. Moreover, as Table 3.4 in the 
Results Section highlights, the direction of the relationship between specific coping 
responses and levels of Anxiety and Depression were not consistent. This suggests 
that different transactional relationships may have existed between coping, anxiety 
and depression. However, the data did not allow for bi-directional relationships 
between these variables to be examined, which may have explained these results.
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Methodological considerations
As this study is initial step towards investigating coping and psychological distress in 
children with ADHD, caution must be exercised in interpreting the findings that have 
been presented. Moreover, the limitations of the study should be also considered 
before drawing conclusions from the data and for future investigations of this kind. 
The current study attempted to control for confounding variables concerning 
discrepancies in diagnosis, by identifying children with ADHD and Dyslexia who 
were known to an Educational Psychology Service, rather than including a cross- 
section of children who had been suspected by teachers or parents as having either 
one of these disorders. However, it is likely that the group of children with ADHD 
and Dyslexia included in the study were not homogeneous, and that there were 
differences between individuals in terms of their diagnostic features, as the children 
had been diagnosed by different professionals who may have used varied criteria. 
Future studies need to more carefully control these factors, perhaps by identifying 
children who have been diagnosed by the same professional or according to identical 
criteria.
The study also attempted to control for pervasive learning difficulties which might 
have had a moderating effect on coping, by obtaining information about children’s 
performance on national standard educational tests which were comparable across the 
schools and with expected levels of attainment according to normative data, and 
where possible, data from tests of cognitive functioning such as the Weschler 
Intelligence Scale for Children (WISC-III UK). Surprisingly however, very few 
children who had been diagnosed with either ADHD or Dyslexia had had their 
cognitive functioning assessed. Although due to time constraints it was not viable to 
screen participants on the WISC-III UK, this would have provided a better estimate of 
intellectual ability. Future studies should consider perhaps using the Vocabulary and 
Block Design subtests of the WISC-III UK and averaging the scores to obtain an 
index of intelligence, as suggested by Silverstein (1975).
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On account of the study conceptualising coping as a process rather than a stable 
concept, and limiting itself to exploring coping responses in relation to a standardised 
problem scenario (i.e. difficulty with homework), conclusions can not be drawn from 
the data about general coping strategies used by children with ADHD to cope with 
everyday stressors. Similarly, only a screening measure was used to assess coping, so 
the findings should be viewed tentatively until additional research is completed. 
Although the KIDCOPE had moderate utility in assessing coping, a more useful 
approach in future studies might be to use several problem scenarios involving 
common day-to-day stressors (i.e. conflict with parents, teachers, peers, siblings) 
when using the KIDCOPE, or use a multiple-item scale to measure dimensions of 
coping in more detail. This would have to take in account the ability of the 
population studied to complete such measures. Moreover, as the.data analysed in the 
study was based solely on self-report, it is important to consider that the data may not 
accurately reflect actual coping responses used by children to deal with problems with 
homework. Attempts were made in the design of the current study to reduce this 
problem by collecting data on coping from parents and teachers, however, the internal 
consistency of the parent and teacher versions of the KIDCOPE, which were adapted 
from the KIDCOPE by the author, raised questions about the reliability of these 
measures and therefore, they were withdrawn from data analysis. As far as the author 
is aware, there are no coping measures available that have been developed for 
informant use. This seems to be the next logical step in developing measures of 
children’s coping.
It is also noteworthy, that there is an increased likelihood of ignoring or obscuring 
important within-group differences when using simple contrasting groups designs 
with small numbers of subjects, as in this study. A larger sample of children would 
have been necessary to overcome this so that important differences within groups 
could have been established. For instance, it would have been interesting to ascertain 
whether differences existed in coping responses between those children with ADHD 
who: 1) were taking medication than those who were not; 2) reporting clinical levels 
of psychological distress than those whose levels fell within the normal range; 3) had 
more severe levels of behavioural disorder than those with less severe problems; and
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4) had a longer duration since diagnosis than those with a shorter duration. Such an 
investigation is necessary to assess the validity of the current study’s findings. This 
might be achieved using longitudinal, prospective designs. Despite these limitations 
however, the initial findings of the study suggest that a relationship may exist between 
coping responses and psychological distress in children with ADHD.
Summary of the findings
In summary, the findings indicate that the children with ADHD report higher levels of 
psychological distress (anxiety and depression) than children without the disorder, and 
are less likely to use Active methods of coping including cognitive restructuring and 
problem-solving to deal with difficulties with homework. However, significant 
relationships were not found between Active Coping and psychological distress in this 
population. Rather, increased levels of psychological distress were positively related 
to Avoidant Coping in children with ADHD. However, the contribution of coping 
responses to psychological distress was relatively small, suggesting perhaps that other 
factors may have a role in mediating the effect of stressors on psychological 
functioning in this population. These factors may include personal variables such 
behaviour, temperament, intellectual functioning, perceived stress, and coping 
resources which have been found by others to protect children against stress 
(Asamow, Carlson & Guthrie, 1987; Bernard, 1993; Garmezy, 1985; Garmezy, 1991; 
Hechtman, 1991; Mantzicopoulos & Morrison, 1994; Rutter, 1985).
Although the current study did not focus on the coping resources of children with 
ADHD, for instance the ability to problem-solve, process information or regulate 
behaviour, the findings suggest that children with ADHD may have deficits in these 
particular coping resources, as indicated by others (Cotugno, 1995), or problems 
accessing them. This was underlined in the current study by inadequate use of active 
coping responses such as problem-solving, cognitive restructuring and emotional 
regulation by children with the disorder when dealing with problems with homework. 
Inherent difficulties with problem-solving, accessing information and regulating 
behaviour, which is characteristic of children with ADHD (Matson, 1993), may have
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a moderating effect on the coping responses used by children with the disorder, 
resulting in increased levels of psychological distress when exposed to stress. This 
may offer an additional reason for why the sample of children with ADHD in the 
current study had higher levels of psychological distress than children with Dyslexia 
or normal achievers.
These findings accentuate the need for more sophisticated designs to investigate the 
relationship between coping and psychological distress in children with ADHD. In 
addition to emphasising the need for future research to establish whether coping in 
children with ADHD is a process that alters according to the demands of the situation, 
as studied herein, or whether it is a more stable concept related to behavioural deficits 
that predispose the child to cope in certain ways.
Theoretical and clinical implications
Although the statistical results were moderate, the findings lend partial support to the 
model for the development of psychological distress in children with ADHD (Figure
1.1) which provided the conceptual frame for the study, and to the model proposed by 
Lazarus and Folkman (1984) which provided the theoretical frame for the study. That 
is, that increased levels of psychological distress in children with ADHD were related 
in part, to inadequate use of coping responses reported by the children to deal a 
common school stressor.
Although the model for the development of psychological distress in children with 
ADHD was only intended to provide a conceptual frame for the study, it may hold 
some potential in helping professionals understand and predict the development of 
psychological distress in children with the disorder. In the light of this, and findings 
from the study, a number of clinical implications are discussed, however these should 
be cautiously advanced given the methodological limitations of the study. First, the 
findings underline the importance of routinely assessing psychological distress in 
children with ADHD, not only in terms of its implications for treatment, but also how 
it interacts with coping.
259
Research Section: Large Scale Research Project
This could lead to early identification of children with anxiety and depression, and 
poor coping skills, enabling preventative interventions to be implemented. Such 
interventions would target children’s coping skills, and would incorporate cognitive- 
behavioural treatment components designed to increase active coping strategies, such 
as problem-solving and self-regulation. This would enable children to have the 
necessary skills to generate alternative solutions for dealing with problems, and to 
choose and evaluate the possible consequences of different solutions used to manage 
stressful situations, thereby positively influencing coping and adjustment.
Secondly, the findings emphasise the need to work closely with schools and families 
to create an environment which reinforces adaptive coping behaviour, thereby 
promoting children’s self-efficacy. This is likely to have a positive affect on 
children’s psychological well-being, fostering resilience, rather than resignation, in 
dealing with the day-to-day stressors and repeated failures that are commonly 
experienced by children with the disorder (Rutter, 1985).
Thirdly, these recommendations underline the importance of assessing the daily 
hassles experienced by children with ADHD. This would enable professionals to 
establish ways of helping these children to cope with the stressors, in addition to 
targeting behaviours that specifically contributed to the stressors. Finally, and above 
all, the findings from the study highlight the importance of considering the internal 
impact on the child themselves of their behaviour, rather than solely considering the 
external impact of their behaviour on the world which is often the focus of 
interventions with children with this disorder.
Conclusion
The increasing recognition of ADHD, and greater clinical diversity of children 
referred to services with ADHD, brings with it enormous challenges in terms of 
assessment and treatment. Although medications used in the treatment of ADHD
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have been found to modulate behaviour, they cannot address the deficits that children 
with this disorder appear to have in problem-solving, self-regulation and coping. 
These deficits may have an important role in the development of psychological 
distress in children with ADHD and need to be investigated further.
The data reported here is an initial move towards exploring and measuring coping and 
psychological distress in children diagnosed with ADHD, and demonstrates the value 
of assessing coping and psychological distress in this population. The author believes 
that this is a valuable step toward improving the psychological assessment of children 
with ADHD, in addition to enhancing knowledge of the potential effects of the 
disorder on coping, psychological well-being and adjustment. Future research will 
need to be directed toward longitudinal, prospective studies that could clarify the 
relationships suggested herein. This could have important implications for clinical 
intervention and management of behaviour and life stress in children with ADHD and 
other behavioural disorders.
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APPENDIX A
Child Questionnaire Pack
Thank you for your help with this project.
This booklet lists different feelings and ideas that 
young people have.
Directions
1) Start at page 1.
2) Answer each question carefully and turn over to 
the next page.
3) Carry on until you finish the booklet.
4) Ask for help if you do not understand any of the 
questions.
5) When you have finished, please check that you 
have answered all of the questions.
Your answers are confidential - this means that they 
will not be shown to anyone.
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KIDCOPE
ID Number: .............  Age: .............
Instructions:
We are trying to find out how children deal with problems at school. Below 
is a problem that you might have with school. Please read the following 
description and then answer the questions below:
You’ve been trying hard at school. You’ve been trying to do your 
homework as best as you can, but still can’t get it right. Now 
you’re wondering what your parents and teachers will say.
1. Have you ever had a problem like this at school? yes no
2. Would a situation like this make you nervous?
Not at all A little Somewhat Pretty much Very much
3. Would this situation make you sad?
Not at all A little Somewhat Pretty much Very much
4. Would this situation make you angry or mad?
Not at all A little Somewhat Pretty much Very much
Now imagine that this just happened to you. Please turn over this sheet 
and circle whether you would use any of the following ways to help you 
deal with this problem.
275
Research Section: Large Scale Research Project
Did you do this? How much did it help?
1. I just tried to forget it yes no Not at 
all
A
little
A
lot
2. I did something like watch T.V 
or played a game to forget it
yes no Not at 
all
A
little
A
lot
3. I stayed by myself yes no Not at 
all
A
little
A
lot
4. I kept quiet about the 
problem
yes no Not at 
all
A
little
A
lot
5. I tried to see the good 
side of things
yes no Not at 
all
A
little
A
lot
6. I blamed myself for causing 
the problem
yes no Not at 
all
A
little
A
lot
7. I blamed someone else for 
causing the problem
yes no Not at 
all
A
little
A
lot
8. I tried to fix the problem 
by thinking of answers
yes no Not at 
all
A
little
A
lot
9. I tried to fix the problem 
by doing something or
yes no Not at 
all
A
little
A
lot
talking to someone
10. I yelled, screamed, or 
got mad
yes no Not at 
all
A
little
A
lot
11. I tried to calm myself down yes no Not at 
all
A
little
A
lot
12. I wished the problem had 
never happened
yes no Not at 
all
A
little
A
lot
13. I wished I could make 
things different
yes no Not at 
all
A
little
A
lot
14.1 tried to feel better by spending 
time with others like family,
yes no Not at 
all
A
little
A
lot
grownups, or friends
15. I didn’t do anything because the 
problem couldn’t be fixed
yes no Not at 
all
A
little
A
lot
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THE WHAT I THINK AND FEEL SCALE
Directions: Read each question carefully. Put a circle around the word YES if you 
thick it is true about you. Put a circle around the word NO if you think it is not true
about you.
1. I have trouble making up my mind. YES/NO
2. I get nervous when things do not go the right way for me YES/NO
3. Others seem to do things easier than I can YES/NO
4. I like everyone I know YES/NO
5. Often I have trouble getting my breath YES/NO
6. I worry a lot of the time YES/NO
7. I am afraid of a lot of things YES/NO
8. I am always kind YES/NO
9. I get mad easily YES/NO
10. I worry about what my parents will say to me YES/NO
11. I feel that others do not like the way I do things YES/NO
12. I always have good manners YES/NO
13. It is hard for me to get to sleep at night YES/NO
14. I worry about what other people think about me YES/NO
15. I feel alone even when they are people with me YES/NO
16. I am always good YES/NO
17. Often I feel sick in my stomach YES/NO
18 My feelings get hurt easily. YES/NO
19. My hands feel sweaty YES/NO
20. I am always nice to everyone YES/NO
21 I am tired a lot YES/NO
22. I worry about what is going to happen YES/NO
23. Other children are happier than I YES/NO
24. I tell the truth every single time YES/NO
25. I have bad dreams YES/NO
26. My feelings get hurt easily when I am fussed at YES/NO
27. I feel someone will tell me I do things the wrong way YES/NO
28. I never get angry YES/NO
29. I wake up scared some of the time YES/NO
30. I worry when I go to bed at night YES/NO
31. It is hard for me to keep my mind on my schoolwork YES/NO
32. I never say things I shouldn't YES/NO
33. I wiggle in my seat a lot YES/NO
34. I am nervous YES/NO
35. A lot of people are against me YES/NO
36. I never lie YES/NO
37. I often worry about something bad happening to me YES/NO
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CHILDREN'S INVENTORY (GDI)
Young People sometimes have different feelings and ideas.
This form lists the feelings and ideas in groups. From each group pick one sentence 
that describes you best for the past two weeks. After you pick a sentence from the 
first group, go on to the next group.
There is no right answer or wrong answer. Just pick the sentence that best describes 
the way you have been recently. Put a tick like this next to your answer. Put the 
tick in the space next to the sentence that you pick.
Here is an example of how this form works. Try it. Put a mark next to the sentence 
that describes you
EXAMPLE
 I read books all the time
 I read books once in a while
  I never read books
Please answer each one
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Remember, pick out the sentence that describes your feelings and ideas in the PAST 
TWO WEEKS.
1. I am sad once in a while 
I am sad many times
I am sad all the time
2. Nothing will ever work out for me
I am not sure if things will work out for me 
Things will work out for me OK
3. I do most things OK
I do many things wrong 
I do everything wrong
4. I have fun in many things 
I have fun in some things 
Nothing is fun at all
5. I am bad all the time 
I am bad many times
I am bad once in a while
6. I think about bad things happening to me once in a while 
I worry that bad things will happen to me
I am sure that terrible things will happen to me
7. I hate myself
I do not like myself 
I like myself
8. All bad things are my fault 
Many bad things are my fault 
Bad things are not usually my fault
9. I do not think about killing myself
I think about killing myself but I would not do it 
I want to kill myself
10. I feel like crying everyday
I feel like crying many days 
I feel like crying once in a while
11. Things bother me all the time 
Things bother me many times 
Things bother me once in a while
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12. I like being with people
I do not like being with people many times 
I do not want to be with people at all
13. I cannot make up my mind about things
It is hard to make up my mind about things 
I make up my mind about things easily
14. I look OK
There are some bad things about my looks 
I look ugly
15. I have to push myself all the time to do my schoolwork 
I have to push myself many times to do my schoolwork 
Doing schoolwork is not a big problem
16. I have trouble sleeping every night 
I have trouble sleeping many nights 
I sleep pretty well
17. I am tired once in a while 
I am tired many days
I am tired all the time
18. Most days I do not feel like eating 
Many days I do not feel like eating 
I eat pretty well
19. I do not worry about aches and pains
I worry about aches and pains many times 
I worry about aches and pains all the time
20. I do not feel alone
I feel alone many time 
I feel alone all the time
21. I never have fun at school
I have fun at school only once in a while 
I have at school many times
22. I have plenty of friends
I have some friends but I wish I had more 
I do not have any friends
23. My school work is alright
My school work is not as good as before 
I do very badly in subject I used to be good in
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24. I can never be as good as other kids
I can be as good as other kids if I want to 
I am just as good as other kids
25. Nobody really loves me
I am not sure if anybody loves me 
I am sure that somebody loves me
26. I usually do what I am told
I do not what I am told most times 
I never do what I am told
27. I get along with people
I get into fights many times 
I get into fights all the time
THE END 
Thank you for filling out this form
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APPENDIX B
Parent Questionnaire Pack
Directions
Thank y ou fo r taking time to complete the following questionnaires.
You will notice that an identification number has been used on each 
of the questionnaires so that your child’s name can not be identified. 
Please complete each questionnaire in the order presented and 
answer each question to the best of your knowledge. Once completed 
please return the questionnaire pack in the envelope provided.
If you have any further questions or difficulty completing the pack 
please contact................................................. ................................
THE INFORMATION YOU PROVIDE IS CONFIDENTIAL.
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Dear Parent
Re: Research Study
Thank you for agreeing to allow your child to take part in this study. Enclosed is a 
questionnaire pack for you to complete. I should be very grateful if you would complete 
the questionnaires b y ........................ .. and return them in the envelope provided.
Please do not hesitate to contact............................................... if you require any further
information.
Thank you very much for your time and co-operation.
Yours sincerely
Abi Parker
Clinical Psychologist in Training.
Dept, of Psychology, School of Human Sciences, University of Surrey, Guildford.
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BACKGROUND INFORMATION SHEET (ADHD/Dyslexic groups)
Thank you for agreeing to complete the following questionnaire pack. Firstly, we would 
like to know a little bit about your child:
Identification number: .................................  Date of birth: ..................
Parents/Guardian: Single/Married/Separated/DivorcedAVidowed
Number of siblings: ..................
Name of school:   Length time at the school:.............
1) When was your child first diagnosed as having Attention Deficit Hyperactivity 
Disorder (Specific Reading Difficulties/Dyslexia) and by whom? (please give details)
2) Does your child have any physical, sensory, emotional or learning difficulties? (please 
give details) ........................................................................................................................
3) Is your child known to Educational Psychology Services? Y / N
4) Is your child known to Clinical Psychology / Clinical Psychiatry Services? Y / N
5) Is your child currently taking any medication? (If so, please state its name and dose)
6) Has your child or family experienced any highly stressful / significant events in the 
last 12 months (e.g. death of someone close, family separation, major illness or change at 
home or school)? (please give brief details) ......................................................................
Thank you for taking time to fill in this questionnaire. The information that you
provide is confidential.
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BACKGROUND INFORMATION SHEET (Normal Achievers)
Thank you for agreeing to complete the following questionnaire pack. Firstly, we would 
like to know a little bit about your child:
Identification number: .................................  Date of birth: ..................
Parents/Guardian: Single/Married/Separated/Divorced/Widowed
Number of siblings: ..................
Name of school:   Length time at the school: .....
1) Does your child have any physical, sensory, emotional or learning difficulties? (please 
give details) ...................................... ...... ........... ........................... ...................................
2) Is your child known to Educational Psychology Services? Y /N
3) Is your child known to Clinical Psychology / Clinical Psychiatry Services? Y /N
4) Is your child currently taking any medication? (If so, please state its name and dose)
5) Has your child or family experienced any highly stressful / significant events in the 
last 12 months (e.g. death of someone close, family separation, major illness or change at 
home or school)? (please give brief details) .....................................................................
Thank you for taking time to fill in this questionnaire. The information that you
provide is confidential.
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CONNERS’ RATING SCALES (T)
Id No:___________________
Instructions; Read each Item below carefully, and decide how much you think your child has been bothered by this problem during the past month.
Not at Just a Pretty Very CPRS - 48
all little much much
0 1 2 3 1. Picks at things(nails,fingers,hair,clothing)
0 1 2 3 2. Sassy to grow-ups
0 1 2 3 3. Problems with making or keeping friends
0 1 2 3 4. Excitable, Impulsive
0 1 2 3 5. Wants to run things.
0 1 2 3 6. Sucks or chews(thumb, clothing, blankets)
0 1 2 3 7. Cries easily or often
0 1 2 3 8. Carries a chip on his/her shoulder
0 1 2 3 9. Daydreams
0 1 2 3 10. Difficulty in learning
0 1 2 3 11. Restless in the "squirmy" sense
0 1 2 3 12. Fearful (of new situations, new people/places, going to school)
0 1 2 3 13. Restless, always up and on the go
0 1 2 3 14. Destructive
0 1 2 3 15. Tells lies or stories that aren't true
0 1 2 3 16. Shy
0 1 2 3 17. Gets into more trouble than others same age
0 1 2 3 18. Speaks differently from others same age(baby talk,stuttering, hard 
to understand)
0 1 2 3 19. Denies mistakes or blames others
0 1 2 3 20. Quarrelsome
0 1 2 3 21. Pouts and sulks
0 1 2 3 22. Steals
0 1 2 3 23. Disobedient or obeys but resentfully
0 1 2 .... 3 24. Worries more than others (about being alone, illness or death)
0 1 2 3 25. Fails to finish things
0 1 2 3 26. Feelings easily hurt
0 1 2 3 27. Bullies others
0 1 2 3 28. Unable to stop a repetitive activity
0 1 2 3 29. Cruel
0 1 2 3 30. Childish or Immature (wants help s/he shouldn't need, clings 
needs constant reassurance)
0 1 2 3 31. Distractibility or attention span problem
0 1 2 3 32. Headaches
0 1 2 3 33. Mood changes quickly and drastically
0 1 2 3 34. Doesn't like or follow rules or restrictions
0 1 2 3 35. Fights constantly
0 1 2 3 36. Doesn't get along well with brothers or sisters
0 1 2 3 37. Easily frustrated in efforts
0 1 2 3 38. Disturbs other children
0 1 2 3 39. Basically an unhappy child
0 1 2 3 40. Problems with eating (poor appetite, up between bites)
0 1 2 3 41. Stomach aches
0 1 2 3 42. Problems with sleep (can't fall asleep, up too early,up in the night)
0 1 2 3 43. Other aches and pains
0 1 2 3 44. Vomiting or nausea
0 1 2 3 45. Feels cheated in family circle
0 1 2 3 46. Boasts and brags
0 1 2 3 47. Lets self be pushed around
0 1 2 3 48. Bowel problems (frequently loose, irregular habits, constipation)
286
Research Section: Large Scale Research Project
Strengths and Difficulties Questionnaire (P)
For each item, please mark the box for Not True, Somewhat True or Certainly True. It would help us if you 
answered ask items as best as you can even if you are not absolutely certain or the item seems daft! Please give 
your answers on the basis of the child's behaviour over the last six months or this school year.
Not
True
Somewhat
True
Certainly
True
Considerate of other peoples feelings
Restless, over-active, cannot stay still long
Often complains of headaches, stomach - aches or sickness
Shares readily with other children (treats, toys, pencils etc.)
Often has temper tantrums or hot tempers
Rather solitary, tends to play alone
Generally obedient, usually does what adults request
Many worries, often seems worried
Helpful if someone is hurt, upset or feeling ill
Constantly fidgeting or squirming
Has at least one good friend
Often fights with other children or bullies them
Often unhappy, down-hearted or tearful
Generally liked by other children
Easily distracted, concentration wanders
Nervous or clingy in new situations, easily loses confidence
Kind to other children
Often lies or cheats
Picked on or bullied by other children
Often volunteers to help others (parents, teachers, other children
Thinks things out before acting
Steals from home, school or elsewhere
Gets on better with adults than with other children
Many tears, easily scared
Sees tasks through to the end, good attention span
Please turn overleaf
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Overall, do you think that your child has difficulties in one or more of the following 
areas: emotions, concentration, behaviour or being able to get on with other people?
No Yes- Minor Yes- Definite Yes - Severe
Difficulties difficulties Difficulties
If you have answered "Yes", please answer the following questions about these 
difficulties: Do the difficulties upset or distress your child?
Not at Only a Quite A great
all little a lot deal
Do the difficulties interfere with your child's everyday life in the following areas?
Notât Only a Quite A great
all little a lot deal
HOME LIFE ______________________________________________
FRIENDSHIPS ______________________________________________
CLASSROOM LEARNING_________________________________ ______________________________________________
LEISURE ACTIVITIES
Do the difficulties put a burden on you or the family as a whole?
Not at Only a Quite A great
all little a lot deal
Completed by Mother/Father/Other (please circle)
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KIDCOPE - PARENT RATING
We are trying to find out how children deal with problems at school. Your child was asked to 
read the following description and to imagine that it had just happened to them. They were then 
asked to circle whether they would use any of the following ways to help them deal with this 
problem. It would be helpful to gain your opinion about the methods you think your child 
might use to help them deal with the problem.
You’ve been trying hard at school. You’ve trying to do your homework as best as you 
can but still have not got it right. Now you’re wondering what your parents and teachers 
will say because you haven’t been able to do it.
Has your child ever had a problem like this? 
Would your child:
yes no
1. Just try to forget about it yes no
2. Do something like watch T.V or play a game to forget it yes no
3. Stay by him/herself yes no
4. Keep quiet about the problem yes no
5. Try to see the good side of things yes no
6. Blame him/herself for causing the problem yes no
7. Blame someone else for causing the problem yes no
8. Try to fix the problem by thinking of answers yes no
9. Try to fix the problem by doing something or talking to someone yes no
10. Yell, scream or get mad yes no
11. Try to calm him/herself down yes no
12. Wish the problem had never happened yes no
13. Wish he/she could make things different yes no
14. Try to feel better by spending time with others yes no
15. Do nothing because the problem couldn’t be fixed yes no
Thank you very much for your help
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APPENDIX C
Teacher Questionnaire Pack
Directions
Thank you for taking time to complete the following questionnaires.
You will notice that an identification number has been used on each 
of the questionnaires so that your pupil can not be identified. Please 
complete each questionnaire in the order presented and answer each 
question to the best of your knowledge. Once completed please 
return the questionnaire pack in the envelope provided.
If you have any further questions or difficulty completing the pack 
please contact..................................................................................
THE INFORMATION YOU PROVIDE IS CONFIDENTIAL.
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EDUCATIONAL ATTAINMENT INFORMATION SHEET
Thank you for agreeing to complete the following questionnaire pack. Firstly, we would 
like to know a little bit about your pupil’s level of educational attainment:
Identification number: .................  Year Group: ................
1) Is this child Statemented or on a special needs register? (please state stage)
2) How many hours of special educational provision does the child receive? (please give 
details)..........................................................................................................................
3) Educational attainment: (please note recent national standard education test results 
(i.e. STA / SATS), state level of attainment, test used and date. If applicable, please note 
Full Scale IQ, Verbal IQ and Performance IQ if previously assessed with WISC-III UK.
Reading ability:.............................................................................................................
Writing ability:..............................................................................................................
Spelling ability:.............................................................................................................
Numerical ability:.........................................................................................................
WISC results:................................................................................................................
4) Please state child’s general level of attainment compared to expected level of ability 
for age:
a) very much above average d) below average
b) above average e) very much below average
c) average
5) Does this child have any other problems at school? (e.g. difficulty making friends, 
teased by others) (please give brief details) ..............................................................
Thank you for taking time to fill in this questionnaire. The information that you
provide is confidential.
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CONNERS RATING SCALES (T)
Id No:
Instructions: Read each item below carefully, and decide how much the child has been 
bothered by this problem during the past month.
ot Just a 
all little
Pretty
Much
Very
Much
CTRS-28
0 1 2 3 1. Restless in the "squirmy" sense
0 1 2 3 2. Makes inappropriate noises when s/he shouldn't
0 1 2 3 3. Demands must be met immediately
0 1 2 3 4. Acts "smart" (impudent or sassy)
0 1 2 3 5. Temper outbursts and unpredictable behaviour
0 1 2 3 6. Overly sensitive to criticism
0 1 2 3 7. Distractibility or attention span a problem
0 1 2 3 8. Disturbs other children
0 1 2 3 9. Daydreams
0 1 2 3 10. Pouts and sulks
0 1 2 3 11. Mood changes quickly and drastically
0 1 2 3 12. Quarrelsome
0 1 2 3 13. Submissive attitude toward authority
0 1 2 3 14. Restless, always up and on the go
0 . 1 2 3 15. Excitable, impulsive
0 1 2 3 16. Excessive demands for teacher's attention
0 1 2 3 17. Appears to be unaccepted by group
0 1 2 3 18. Appears to be easily led by other children
0 1 2 3 19. No sense of fair play
0 1 2 3 20. Appears to lack leadership
0 1 2 3 21. Fails to finish things that s/he starts
0 1 2 3 22. Childish and immature
0 1 2 3 23. Denies mistakes or blames others
0 1 2 3 24. Does not get along well with other children
0 1 2 3 25. Uncooperative with classmates
0 1 2 3 26. Easily frustrated in efforts
0 1 2 3 27. Uncooperative with teacher
0 1 2 3 28. Difficulty in learning
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Strengths and Difficulties Questionnaire (T)
For each item, please mark the box for Not True, Somewhat True or Certainly True. It would help us if you 
answered ask items as best as you can even if you are not absolutely certain or the item seems daft! Please give 
your answers on the basis of the child's behaviour over the last six months or this school year.
Not
True
Somewhat
True
Certainly
True
Considerate of other peoples feelings
Restless, over-active, cannot stay still long
Often complains of headaches, stomach - aches or sickness
Shares readily with other children (treats, toys, pencils etc.)
Often has temper tantrums or hot tempers
Rather solitary, tends to play alone
Generally obedient, usually does what adults request
Many worries, often seems worried
Helpful if  someone is hurt, upset or feeling ill
Constantly fidgeting or squirming
Has at least one good friend
Often fights with other children or bullies them
Often unhappy, down-hearted or tearful
Generally liked by other children
Easily distracted, concentration wanders
Nervous or clingy in new situations, easily loses confidence
Kind to other children
Often lies or cheats
Picked on or bullied by other children
Often volunteers to help others (parents, teachers, other children
Thinks things out before acting
Steals from home, school or elsewhere
Gets on better with adults than with other children
Many tears, easily scared
Sees tasks through to the end, good attention span
Please turn overleaf
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Overall, do you think that your child has difficulties in one or more of the following 
areas: emotions, concentration, behaviour or being able to get on with other people?
No Yes- Minor Yes- Definite Yes - Severe
Difficulties difficulties Difficulties
If you have answered "Yes", please answer the following questions about these 
difficulties: Do the difficulties upset or distress your child?
Not at Only a Quite A great
all little a lot deal
Do the difficulties interfere with your child's everyday life in the following areas?
Not at Only a Quite A great
all little a lot deal
PEER RELATIONSHIPS ______________________________________________
CLASSROOM LEARNING
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KIDCOPE - TEACHER RATING
We are trying to find out how children deal with problems at school. Your pupil was asked to 
read the following description and to imagine that it had just happened to them. They were then 
asked to circle whether they would use any of the following ways to help them deal with this 
problem. It would be helpful to gain your opinion about the methods you think your pupil 
might use to help them deal with the problem. Please give your answers on the basis of your 
pupil’s behaviour at school.
You’ve been trying hard at school. You’ve trying to do your homework as best as you 
can, but still have not got it right. Now you’re wondering what your parents and teachers 
will say because you haven’t been able to do it.
Has your pupil ever had a problem like this at school? 
Would your pupil:
yes no
1. Just try to forget about it yes no
2. Do something like watch T.V or play a game to forget it yes no
3. Stay by him/herself yes no
4. Keep quiet about the problem yes no
5. Try to see the good side of things yes no
6. Blame him/herself for causing the problem yes no
7. Blame someone else for causing the problem yes no
8. Try to fix the problem by thinking of answers yes no
9. Try to fix the problem by doing something or talking to someone yes no
10. Yell, scream or get mad yes no
11. Try to calm him/herself down yes no
12. Wish the problem had never happened yes no
13. Wish he/she could make things different yes no
14. Try to feel better by spending time with others yes no
15. Do nothing because the problem couldn’t be fixed yes no
THANK YOU VERY MUCH FOR YOUR HELP
SOUTH WEST SURREY LOCAL RESEARCH ETHICS COMMITTEE
Postgraduate Medical Centre,
The Royal Surrey County Hospital, Egerton Road,
Guildford, Surrey. GU2 5XX 
Tel: 01483 571122 ext. 4381 Fax: 01483 303691
_____________Chairman: Dr. J. W. Wright Secretary: Mrs. G. A. Russell___________
22nd April 1998 
Our Ref: EC06/98
Ms. Abi Parker 
Dept, of Psychology 
University of Surrey
Dear Miss Parker,
Re: Psychological Distress and Attention Deficit Hyperacitvity Disorder: Impact of life 
stress and coping resources
At its meeting held on 21st April, the Ethics Committee reviewed the above study in the light 
of your response to its concerns and I am pleased to confirm that Chairman’s Action taken to 
approve the study was ratified. However, the Committee would like a copy of the 
information sheet which you have agreed to send to the parents of the control group.
Please find attached a copy of the signed application form for your records. In the case of 
non-sponsored studies it is advisable to discuss insurance arrangements with the Finance 
Department of the Trust before commencing any study.
Should the start of the study be delayed by more than one year from the date of approval you 
should resubmit the protocol to the Committee.
Please inform the Committee of any adverse effects to the subjects which may be related to 
taking part in the study.
The Committee requests that you provide a final report of your study or a copy of any 
published paper.
Yours sincerely,
Dr. J. W. Wright,
Chairman, Ethics Committee
r \ \ i  ^  huv v^
Tel: 0181 541 9563
Fax: 0181 541 9570
S U R R E Y
COUNTY COUNCIL  
Education
Ms Abi Parker Educational Psychology Service
Clincial Psychologist in Training C ounty Hall
Department of Clincial Psychology Kingston upon Tham es
University o f Surrey Surrey KTl 2DJ
Guildford
Surrey
GU2 5XH
9th April 1998
Dear Abi
Clinical Research Study
and parents are made aware of the study.
Yours sincerely
Sxjclm
 ^ Seamus Gallagher
Senior Educational Psychologist
Copy to Mike Connor, EP, SWLEO (with protocol)
Ashley Ayre, Head of Education Children’s Services
Using psychology to promote learning
't : !••(! -z- M xytk-J P Oer 7001-19
D irec to r of Education 
Paul Gray
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APPENDIX E - LETTER OF INFORMED 
CONSENT FOR PARENTS (a d h d / d y s l e x ic  g r o u p )
Dear Parent
Re: Participation in Research Study
Last year a study was carried looking at the relationship between Attention Deficit 
Hyperactivity Disorder (ADHD) and levels of self-esteem and depression in a sample of 
children aged 8-12 years attending a Child and Family Consultation service in the 
region. The findings from the study highlighted that some children with ADHD 
experience high levels of depression and low levels of self-esteem compared to other 
children who do not have ADHD. This has important implications for the assessment 
and treatment of ADHD.
Further research is now being carried out to investigate whether there is a relationship 
between coping and levels of psychological distress (anxiety and depression) in children 
with ADHD, compared to children with Dyslexia and those who are normal achievers of 
the same age. Many children with ADHD may experience high levels of 
psychological distress, which may be related to their behaviour and pattern of 
responding to every-day stress. It is anticipated that the findings from the study will 
provide valuable information about the psychological well-being and coping resources 
of children with ADHD compared to other groups of children. This will have 
important implications for clinical intervention and management of behaviour and life 
stress in children with ADHD. This study has been approved by the South West Surrey 
Local Regional Ethics Committee and Local Education Authority.
Your school has been approached and consent granted by the Head Teacher for parents 
to be contacted whose children are aged 8-11 years and have been previously diagnosed 
with ADHD or Dyslexia, to request their permission for their child’s participation in this 
study. This would involve yourself, your child, and your child’s class teacher 
completing a few questionnaires which would be sent to you, which you would return to 
the school in an envelope provided. The information that you provide would be 
confidential. Each pupil will be allocated an identification number which will 
entered on the questionnaires so that their names can not be identified.
I hope that you will feel happy for your child to take part in this study. If so, please 
complete the consent form attached and return it in the envelope provided as soon as
possible. Please do not hesitate to contact ..................................................................-,
who will be overseeing the study in the school if you require any further information.
Yours sincerely
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(NORMAL ACHIEVERS GROUP)
Dear Parent
Re: Participation in Research Study
Last year a study was carried looking at the relationship between Attention Deficit 
Hyperactivity Disorder (ADHD) and levels of self-esteem and depression in a sample of 
children aged 8-12 years attending a Child and Family Consultation service in the 
region. The findings from the study highlighted that some children with ADHD 
experience high levels of depression and low levels of self-esteem compared to other 
children who do not have ADHD. This has important implications for the assessment 
and treatment of ADHD.
Further research is now being carried out to investigate whether there is a relationship 
between coping and levels of psychological distress (anxiety and depression) in children 
with ADHD, compared to children with Dyslexia and those who are normal achievers of 
the same age. Many children with ADHD may experience high levels of 
psychological distress, which may be related to their behaviour and pattern of 
responding to every-day stress. It is anticipated that the findings from the study will 
provide valuable information about the psychological well-being and coping resources 
of children with ADHD compared to other groups of children. This will have 
important implications for clinical intervention and management of behaviour and life 
stress in children with ADHD. This study has been approved by the South West Surrey 
Local Regional Ethics Committee and Local Education Authority.
Your school has been approached and consent granted by the Head Teacher for parents 
of children aged 8-11 years who do not have either ADHD or Dyslexia to be contacted, 
to request their permission for their child’s participation in this study. This would 
provide data with which to compare samples of children with ADHD and Dyslexia, and 
would involve yourself, your child, and your child’s class teacher completing a few 
questionnaires which would be sent to you, which you would return to the school in an 
envelope provided. The information that you provide would be confidential. Each 
pupil will be allocated an identification number which will entered on the 
questionnaires so that their names can not be identified.
I hope that you will feel happy for your child to take part in this study. If so, please 
complete the consent form attached and return it in the envelope provided as soon as
possible. Please do not hesitate to contact ................................................................... .
who will be overseeing the study in the school if you require any further information.
Yours sincerely
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PARENTAL CONSENT FORM
I ...................................................................................  hereby give consent for my child
..................................... to participate in the above research study, and understand that all
information given is confidential.
Signed ................................................ Date
SCHOOL CONSENT FORM
I ........................................................... Head Teacher a t ......................................................
hereby give consent for parents of pupils in this school to be contacted, to request their 
permission for their child’s participation in the above research study, and understand 
that all information given is confidential.
Signed ......................................................  Date .......................................
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APPENDIX F - THANK-YOU CERTIFICATE
FOR CHILDREN
School Research Project
Certificate of Thanks
This certificate expresses thanks to
for all his help with the project. 
June 1998
Abi Parker 
University of Surrey
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APPENDIX G - THANK-YOU LETTERS TO 
PARENTS AND SCHOOLS
Dear Parent
Re: School Research Study
Thank you very much for taking time to complete the questionnaires that I sent to 
you. I have now received these and am currently processing the data. A brief 
summary of the research findings will be available at the end of August and will be 
sent to the Headteacher of each of the schools that participated in the study. Please 
contact the school if you wish to have a copy of these findings.
Many thanks once again for your help, your participation has been of great value. 
Yours sincerely
Dear {Headteacher)
Re: School Research Study
I am writing to thank you, and members of staff from the school, for all of your time 
and commitment in completing and gathering together the questionnaires for the 
ADHD research study. I am currently in the process of analysing the data and will 
send you a brief summary of the research findings and their clinical implications once 
the study is complete. I have informed the parents of the children who participated in 
the study that these findings will be available at the end of August and that they 
should contact the school if they wish to receive a copy of the findings.
Once again, many thanks to you all for your invaluable contribution.
Yours sincerely
302
Research Section: Large Scale Research Project
APPENDIX H - SUMMARY OF RESEARCH 
FINDINGS FOR PARENTS AND SCHOOLS
Dear
Re: Findings from the ADHD Research Study
Many thanks once again to all the staff, pupils and parents from (school) who 
contributed to the ADHD research study which I conducted earlier this year. A 
number of interesting findings were highlighted from the study, which I have outlined 
briefly in the document attached. This is for your information only and may be made 
available to the parents of the children who participated in the study if requested.
Thank you once again for all your help.
Yours sincerely
Abi Parker
Clinical Psychologist in Training.
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ADHD Research Study
Title: Psychological Distress and Attention Deficit Hyperactivity
Disorder: the contribution of coping responses 
Abstract
This study was a preliminary investigation of the relationship between psychological 
distress and coping in a sample of children with Attention Deficit Hyperactivity 
Disorder (ADHD). The study set out to address the following research questions: 1) 
whether children diagnosed with ADHD had higher levels of psychological distress 
than other children; 2) whether children with ADHD differed from other children in 
the coping responses they used to deal with difficulties with a common school stressor 
(i.e. problems with homework); and 3) whether there was an association between 
coping responses used by children with ADHD and increased levels of psychological 
distress reported by this group.
A cross-sectional mixed design was employed comparing three groups of children (N 
= 75) aged 8-11 years: children with ADHD, children with developmental reading 
disorder (Dyslexia) and normal achievers, attending mainstream junior schools, on 
self-reported measures of psychological distress (anxiety and depression) and coping. 
In response to the questions addressed, the findings revealed that: 1) the group of 
children with ADHD reported higher levels of psychological distress than the children 
with Dyslexia and normal achievers; 2) the children with ADHD were less likely than 
other children to use active coping responses - including cognitive restructuring (i.e. 
trying to see the good side of things) and problem-solving (i.e. trying to fix the 
problem by thinking of answers, or by doing something / talking to someone) - to deal 
with problems with school homework; and 3) that increased levels of psychological 
distress in the children with ADHD was related, in part, to inadequate use of coping 
responses. However, the contribution of coping responses to reported levels of 
psychological distress was relatively small. This suggests that other factors may have 
key role in the development of psychological distress in this population. Such factors
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may include severity of behavioural problems, personality factors, and levels of social, 
familial and school support available to these children.
In general, the findings from the study underline the importance of assessing levels of 
anxiety, depression and coping in children with ADHD, so that preventative 
interventions can be designed and implemented in both clinical and school settings. 
The study emphasises the need to develop interventions that target childrens’ coping 
skills, incorporating components designed to increase active coping strategies, such as 
cognitive restructuring, problem-solving and self-regulation. This is of particular 
importance for children with ADHD, who may have particular deficits in these areas 
due to problems associated with the disorder. The findings also emphasise the need 
for families and schools to create environments which reinforce coping behaviour in 
children, thereby promoting the child’s belief in their own ability to control and cope 
with what happens to them. This is likely to have a positive affect on the child’s self­
esteem and psychological well-being, in addition to fostering resilience, rather than 
resignation, in dealing with the day-to-day stressors and repeated failures that are 
commonly experienced by children with the disorder. Finally, and above all, the 
findings from the study highlight the importance of considering the internal impact of 
ADHD on the child themselves, particularly the way they view themselves, rather than 
solely considering the external impact of their behaviour on their world, which tends 
to be the focus of many interventions for children with this disorder.
This study was an initial move towards exploring and measuring coping and 
psychological distress in children diagnosed with ADHD. Further research is now 
necessary to clarify the relationships between coping, psychological distress, and 
adjustment in children with the disorder. This may have implications for clinical 
intervention and management of behaviour and life stress in children with the ADHD 
and other behavioural disorders.
Abi Parker, Clinical Psychologist in Training,
University of Surrey.
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APPENDIX I - REPRESENTATIVENESS OF THE 
SAMPLE
Table LI - Comparison between the samples of children included in the study 
and those excluded from the study
Included Excluded
Descriptive Variables (N=75) (N = ll) P =
Age 9.4 (1.0) 9.1 (1.0) z = -1.0, p = 0.3
Time since diagnosis (mths) 15.89 (17.4) 14.0 (15.0) t (84) = 0.34,/? = 0.7
Behavioura
Parent-reported problems
(CPRS-48)
t (84) = -1.2,/? = 0.2conduct 54.7 (17.5) 61.3(15.6)
learning 63.3 (21.2) 69.9 (23.1) f (84) = -1.0,/? = 0.3
psychosomatic 53.9 (15.7) 53.9 (12.9) r (84) = 0.0,/?=  1.0
impulsivity/hyperactivity 54.7 (14.6) 63.0 (14.6) r (84) = -1.8,/? = 0.08
anxiety 53.1 (12.1) 57.0(14.1) f (84) = -1.0,/? = 0.3
hyperactivity index 58.5 (17.9) 67.7 (18.3) f (84) = -1.59,/? = 0.1
Teacher-reported problems
(CTRS-28)
t (84) = 1.0,/? = 0.3conduct 53.5(11.9) 49.8 (6.5)
hyperactivity 51.4(11.1) 47.8 (6.9) t (84) = 1.0,/?= 0.3
inattentive/passive 51.9(11.8) 46.3 (7.6) f (18) = 2.1,/? = 0.1+
hyperactivity index 52.9 (12.3) 49.1 (8.3) t (84) = 1.0,/? = 0.3
Educational status b
x 2 (4) = 2 .9 ,/. = 0.6Level o f educational attainment0
well above standard, above 7(9% ) 4 (36.4%)
at standard expected 33(44%) 4 (36.4%)
below standard, well below 35 (47%) 3 (27.3%)
EPA d 3.3 (0.8) 3.1 (0.9) t (84) = 0.7, p  = 0.5
Special educational provision x2 (3 )=  1.4,/. =  0.7
None 36 (48%) 7 (63.6%)
Stage 2 (special needs register) 18 (24%) 2(18.2% )
Stage 3 (county support) 16(21.3%) 1 (9.1%)
Stage 4 (statement /pupil support) 5 (6.7%) 1 (9.1%)
Special needs assistance (minutes) 67.1 (145.1) 98.2 (267.7) t (84) = -0 .5 9 ,/. =  0.6
Parental status b
Married 67 (89.3%) 10 (90.9%) Fisher’s Exact (two-
Other (separated) 8 (10.7%) 1 (9.1%) tailed) = 1.0
a - values represent mean T-scores from CPRS-48 (range =34-100+) and CTRS-28 (range = 38-100+). 
Clinical significance: test scores above 65T for ADHD and Dyslexic groups and above 70T for normal 
achievers (low base-rate group).
b - values represent number of children and row percentage 
c - according to level of attainment on Standard Task Assessments
d - value represents educational attainment-point averages (1= well above standard, 3 = at standard 
expected, 5= well below standard) 
unequal variance between groups
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Table 1.2 - Descriptive characteristics of the Exclusion sample: means, standard 
deviations (SD) and frequencies (%)
Exclusion Group (N = ll)
ADHD Dyslexic Normal Achievers
Descriptive Variables N = 3 N = 3 N = 5
Reason fo r  exclusion
0 (0%)Comorbidity-ADHD/Dyslexia 1 (33.3%) 1 (33.3%)
Significant life events 1 (33.3%) 0 (0%) 3 (60%)
Missing data points 1 (33.3%) 2 (66.7%) 2 (40%)
Descriptives
9.8 (1.0)Age (years) 8.3 (0.2) 10.3 (0.1)
Formal diagnosis 2 (66.7%) 3 (100%)
Time since diagnosis (mths) 19.3 (8.1) 32.0 (6.9)
Behavioura
Parent-reported problems
(CPRS-48)
conduct 63.3 (16.0) 60.3 (19.1) 60.6 (17.2)
learning 87.7 (8.6) 90.3 (8.0) 47.0 (7.3)
psychosomatic 66.0 (19.1) 52.7 (9.5) 47.4 (5.1)
impulsivity/hyperactivity 74.7 (4.6) 70.7 (6.1) 51.4(13.7)
anxiety 62.7 (20.3) 53.3 (8.1) 55.8 (14.9)
hyperactivity index 78.3 (2.5) 84.7 (9.9) 51.2(11.9)
Teacher-reported problems
(CTRS-28)
conduct 50.0(1.7) 56.0(10.4) 46.0(2.0)
hyperactivity 49.7 (4.1) 54.0 (9.6) 43.0 (2.0)
inattentive/passive 52.3 (7.5) 49.7 (8.7) 40.1 (1.7)
hyperactivity index 51.3 (2.3) 56.0 (13.2) 43.6 (2.6)
Educational status b
Level o f educational attainm ent
3 (60%)well above standard, above 1 (33.3%) 0 (0%)
at standard expected 2 (66.7%) 0 (0%) 2 (40%)
below standard, well below 0 (0%) 3 (100%) 0 (0%)
EPA d 2.8 (0.3) 4.3 (0.6) 2.6 (0.4)
Special educational provision
5 (100%)None 1 (33.3%) 1 (33.3%)
Stage 2 (special needs register) 0 (0%) 2 (66.7%)
Stage 3 (county support) 1 (33.3%) 0 (0%)
Stage 4 (statement /pupil support) 1 (33.3%) 0 (0%)
0Special needs assistance (minutes) 310.0 (511.2) 50.0 (45.8)
Parental status b
Married 2 (66.7%) 3 (100%) 5 (100%)
Other (separated) 1 (33.3%) 0 (0%) 0 (0%)
a - values represent mean T-scores from CPRS-48 (range = 34-100+) and CTRS-28 (range = 38-100+). 
Clinical significance: test scores above 65T for ADHD and Dyslexic groups and above 70T for normal 
achievers (low base-rate group).
b - values represent number of children and row percentage 
c - according to level of attainment on national standard education tests
d - value represents educational attainment-point averages (1= well above standard, 3 = at standard 
expected, 5= well below standard)
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